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September 30, 1980

The Honorable Patricia Roberts Harris
Secretary
Department of Health and Human Services
Washington, DEC. 20201

Dear Madam Secretary:

The attached Report of'the Graduate Medical Education National Advisory

Committee (GMENAC) is in fulfillment of. the Committee's responsibilities

under the Charters of ,April 20, 1976, and March 6, 1980.

The charge of the dommittee was to advise the Secretary on the number of

physicians required in each specialty to bring Supply and requirements

into balance, methods to .improve the geographic distribution of

physicians, and mechanimms to finance graduate medical education.

GMENAC significantly advanced health manpo-planning in direct and

indirect ways.

GMENACintroducednew scientific methodology: Two new mathematical

models were developed to estimate physician supply and requirements.

GMENAC xefined the data bases; figures for estimating the supply of

practitionerM in every specialty and subspecialty from the
distribution of first-year residency positions have been developed._

GMENAC' integrated the estimates of supply and requirements for

physicians with nurse practitioners physician assistants, and nurse

midwives.

GMENAC introduced new concepts to clarify assessment of the
geographic,distribution of physicians and services; standards are
proposed foi designating areas as adequately served or underserved
based on the unique habits of the people in the area.

GMENAC recommend medical service revenues continue to pro'ide

the major sour6 of fAnds to support graduate medical education.,

' .GMENAC has initiated a collaboration between the private sector and
the Goverament; the unique expertise of each achieves a level of

comprehensiveness in health manpower planning not previously

experienced.
!:1
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GMENAC estimatea surplus of 70,000 physicians by 1990. Most

Specialties will have surpluses, but a few will have shortages. A

balance by 1990 cannot be achieved. Until supply and requirements

reach a balance in the 1990s, GMENAC recommends that the surplus be

partially absorbed by expansion orresidency training positions in

general/family practice, general pediatrics, and general internal

medicine.

Recommendations are directed at achieving fiVe manpower goals:

To achieve a balance between supply and requireMents of

physicians in 90s, While assuring that programs to increase,the
representation of minority groups in medicine are advanced by

programs to broaden the applicant pool with respect to

.socio-economic status, age, sex, and race;

2. to integrate manpower" planning of physicians and nonphysician

providers when, their. services are neededl.and to facilitate the

function .of nonphysician providersL

3. to achieve a better geographic distribution of physicians and to
establish improved mechanisms for assessing the adequacy of

health services in small areas;

4.. to improve specialty and geographic distribution of physicians

through,financinemechaniams for medical education, graduate
medical education, and practice,: and

5. . to support research for the next phases of health manpoWer

planning.

The Committee unanimously recommends the immedite establishment of a

successor to GMENAC. Its establishment is essential to the
implementation of the manpower goals and recommendations in the Report.

The full GMENAC methodology must be applied tothe six specialties which

have not been analyzed. The requirements estimates for each of the
specialties and subspecialties must be-tested, Monitored, and reassessed

on,a continuing basis. Important studies on financing, geography, and

nonphysician providers should be undertaken.
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The collaborative working relationship between the private sector and the

Government facilitated acongruence of interest in planning and in

implementing improvements to best meet the needs of. the Nation. Tie

momentum .of this collaboration, should be continued without interruption.

Respectfully submitted,

Alvin R. Tarlov, M.D.
Chairman
Graduate Medical Education
National Advisory Committee

For the Committee

Enclosure: Volumes' TVII

N



4

MEMBERS'AND STAFF -- 'GRADUATE MEDICAL EDUCATION

NATIONAL ADVISORY COMMITTEE

.(GMENAC)

The following pages provide a complete roster of GMENAC Committee

members, both present and former. It should be noted that only present

members voted, on volumes contained in the Committee's Final Report.

Principal staff persons to -tlfis effort are also identified.

NIL



CHAIRMAN

TARLOV, Alvin R., M.D.
Professor & Chairman
Department, of Internal Medicine
Pritzker School of Medicine.
University of Chicago.
Chicago, Illinois

GRADUATE MEDICAL EDUCATION.NATIONAL ADVISORY COMMITTEE

BARRERA, Carl J., Esq.
Assistant. General Counsel
Metropolitan. Life Insurance Company-
New York"New York

CARBECK, Robart Be, M.D.
Executive Vice-President
Catherine McAuley Health Center
Ann,Arbor, Michigan

DONALDSON, William F., M.D.
Clinical Professor
Orthopedic Surgery
University of Pittsburgh
School of Medicine
Pittsburgh, Pennsylvania

*

GARCIA, Delores I., M.D.
Chief Resident in Pediatrics
Department of Pediatrics

and Communicable Diseases
University of Michigan
Medical Center

Ann Arbor, Michigan

HAUGHTON, James G., M.D.
Executive Vice-President
Charles R. Drew Postgraduate

Medical School
Los Angeles, California

HERTZOG, Francis C., Jr., M.D.
Chairman, Board of Directors
Memorial Hospital Medical Center

/University of California at Irvine
Long Beach, California

MEMBERS

LAWTON, Stephan E., Esq.
Pierson, Ball and Dowd
Washington, D.C.

MAGEN, Myron S., D.O.
Demi and Professor of,Pediatrics
Michigan State University
College of Osteopathic Medicine
East Lansing, Michigan

MORGAN, Beverly C. M.D.
Chairman
Department of Pediatrics
University of Washington
Seattle, Washington

NESBITT, Tom E., M.D.
Wrologist, Private Practice
hssistant Clinical Professor Urology
Vanderbilt University
Nashville, Tennessee

\O'ROURKE, Karen G., R.N., M.S.
National Representative
Federation ofcNurses and

Health Professionals
AFT/AFL-CIO
Washington, D.C.

SPIVEY, Bruce E., M.D.
President
R eific Medical Center
S n Francisco, California

Vi.



GRADUATE MEDICAL EDUCATION' NATIONAL ADVISORY COMMITTEE

9

SP$RLOCK, Jeanne, M.D.
Deputy Medical Director'
American. Psychiatric Assbciation
Clinical Professot Psychiatry
Schools of Medicine
George Washington and

Howard Universities
Washington, D.C.

MEMBERS (Coned)._

STAPLES, Etigenel...

Director
West Virginia University

Hospital
Morgantown, West Virginia

STELMACH, W. Jack, M.D.

(First Chairman)
Director
Family Practide Residency

Program
Baptist Memorial Hospital
Kansas City, Missouri

EX OFFICIO

PERMANENT MEMBERS

FOLEY, Henry A., Ph.D.
Administrator
Health Resources Administratibn
Chairman, Health Manpower

Coordinating Commit pee, PHS
Department of Health and Human

Services
Hyattsville, Maryland

6:-

r

TREVINO, Margarita C., R.N.,
Associate Director of Health

Services for Nursing and
Clinic Operations

Community Health Centers of
Dallad, Inc.

Assistant Professor
Baylor University School of
Dallas, TeRtil

\

WILKINSON, Charles B. M.D.

Executive Director
Greater Kansas City
Mental Health Foundation

Associate Dean
(School of Medicine
University of Missouri
Kansas City, Missouri

ZUBKOFF, Michael, Ph.D.
Professor and. Chairman,
Department of Family

& Community Medicine
Dartmouth Medical School
Professor' of Economics
Amos Tuck School of Business

Administration
Dartmouth College
Hanover, New Hampshire

FEDERAL MEMBERS

M.S.

Nursing



GRADUATE MEDICAL EDUCATION NATIONAL ADVISORY COMMITTEE

EX OFFICIO FEDERAL MEMBERS (Coned)

PERMANENT MEMBERS (coned)

MATHER, John, M,D4
Director
Edneatiori Service
Veterans Administration
Washington, D.C.

WILSON, Almon C., M.D.
RADM, MC, USN
Commanding Officer
Naval Health Science Educational

and Training Command
National Naval.Medical Center
Bethesda, Maryland

4

.-./
SCHWAB, Paul, ft
Executive Secretary .
Graduate MedicaL Education

National Advisory Committee
Health SesoUrces Administration
Department)Of Health and Human

Services!
Hyattsville, Maryland

.1

AGUIRRE, Marilyn N.
Project Director
Identity Development and
Education\for Adolescents

New York, New York

BARCHET,vStephen, M.D.
RADM, MC, USN
(Ex Officio)
Inspector General, Medical
Bureau of Medicine & Surgery
Department of Navy
Washington, D.C.

BURNETT, Mary M., D.O.
General Practitioner
Dallas, Texas

ALTERNATE MEMBERS
ii

EAST, Paul', M.D4
Chief, Medical/Dental Division
Veterans Administration
Washington, D.C.

TAYIOR,.E. Lee, M.b.
CDR, MC, USN
Director, Medical Corps Programs
National Naval Medical Center
Bethesda, Maryland

STAFF

JACOBY, Itzhak, Ph.D. .

Staff Director, GMENAC
Director, Office of Graduate

Medical Education
With Reso-;rces Administration
Departmen of Health and Human

Service
Hyattsvil e, Maryland

FORMER .MEMBERS

'viii

COX, J. William, M.D.
RADM, MCI,USN
(Ex Officio)
Asst. Chief for Human Resources

and Professional Operations
Bureau Of Medicine & Surgery
partmOnt of Navy

Washington, D.C.

DiPRETE, Henry A.
Second Vice-President
John Hancock Mutual Life Ins. Co.
Boston, Massachusetts

FRIEDMAN, Serena M., M.D.
Resident, Emergency MediOine
University of Southern California
Medical Center

Los Angeles, California

e



GRADUATE MEDICAL EDUCATION NATIONAL ADVISORY COMMITTEE

FORMER MEMBERS (Cont'd)

HOGARTY, William R.
Executive Director
,Puget Sound Health' Systems Agency

Seattle, Washington

HOLDEN, WilliamiD., M.D.
Professor and Director
Department of Surgery
Case Western Reserve University
School of Medicine
Cieveland,r0hio"

1 ,

JOHNSip, David W., M.D.
Seattle District Medical Officer
Food and Drug Administration
Ddparti]lent of Health and }Inman

Services
Washington\\

1111

KISTNER, Robert A., 0.0., M.D.

Dean of Faculty
Chicago College of Osteopathic
Medicine

Chicago, Illinois

LeMAISTRE, Charles A., M.D.

President
The University of Texas System'

Cancer Center
Texas, Medical Center
Houston, Texas

FEATHERSTONE, Frederick V., M.D.

Executive Secretary (GMENAC)
Assistant Director for Planning
Division of Medicine
Health Resources Administration
Department of Health and Human

Services'
Hyattsville, Maryland

41k

CUrrently, Deputy Executive
Director

American Academy of Orthopaedic
Surgeons

Chicago, Illinois

MARGULIES, Harold, M.D.
(Ex Officio)

-Formerly, Deputy Administrator
Health Resources Administration

Currently, Special Assistant for

Environmental Health
Office of the Assistant

of Health
Department of Health and Human

Services
Rockville, Maryland

MAYER, William, M.D.
(Ex Officio)
Asst. Chief Medical Director

for Academic Affairs
Veterans Administration
Washington, D.C.

Secretary

PITTMAN, James A., Jr., M.D.

Executive Dean
School of Medicine
The University of Alabama in

Birmingham
Birmingham, Alabama'

WAYBUR, Ann Dr.
'Senior Health Care Consultant
Social Security Department
International Union, UAW
Detroit, Michigan

FORMER STAFF

GRAHAM, Robert, M.D.
ExeCutive Secretary (GMENAC)
Acting Deputy Administrator
Health Resources Administration
Department of Health and Human

Services
Hyattsville, Maryland
Currentlyt;Professional Staff

Member.,.
Subcommittee on Health acid.

Scientific Affairs
United States Senate
Washing", D.C.



GRADUATE MEDICAL EDUCATION NATIONAL ADVISORY COMMITTEE

FORMER STAFF (Cont'd)

McNUTT, David R.,.M.D., M.P.H.
'(Acting Executive Secretary GMENAC)
Director, Office of Graduate-Medical

Education
',Health Resources AdMinistration
Department of Health and

Human Services
Currently, Deputy Commissioner pf Health.
City df Chicago
Richardll. Daley Center
Chicago, Illinois



-Letter of Transmittal . . . . .

CONTENTS,-

Members, and Staff -- Graduate Medical Education

National Advisory Committee (piENAC)

Page

iii

Preface
xii

INDIVIDUAL MEMBER'S COMMENTARIES

Carl J. Barrera, Esq. . . . , ....... . . . .,. . .
.

3

Donald L.iCustis, M.D. --
6

Tom E. NeE,bitt, M.D.
7

Karen O'Rourke, R.N., M.S. r. 10

Bruce E Spivey; M D
13

Jeanne"Spurlock, M D r
16

E. Lee Taylor, M.D. .-. . .......... . . . .. 18

Margarita C. Trevino, R.N., M.S.
19

,A.
APPENDIX

GMENAC RECOMMENDATIONS

I. Summary Report (Volume 1)

II. Modeling, Research, And Data Technical Panel (Volume

III. Geographic Distribution Technical Panel (Volume 3)

IV. Financing Technical Panel (VoluMe 4)

'V. Educatiqnal Environmeilt Technical Panel (Volume 5)

VI. Nonphysician Health Care Provider Technical Panel

(Volume 6)

CROSS REFERENCE OF-GMENAC RECOMMENDATIONS

22

23

2) 30

33

37

41

43

48

..

/ OFFICIAL GMENAC VOTES ON FINAL REPORT VOLUMES
50

CHARTER--Graduate Medical Edutation National Advisory Committee.'- 5?

, / '
i



'PREFACE

This volume, GMENACis Members' Commentaries and Appendix, represents ad-
integral part of the Final Report of the Graduate Medical Edycation
National Advisory Committee (GMENAC). /

The Committee officially voted on and approved each of the other six
volumes of the Final Report; Volume I consists of the Summary Report and
Volumes II-VI'consist of rePhrts developed by GMENAC Tech ical Panels.

1

AA part of the Committee process for considering these v lumes, all
GMENAC members were provided'an op tunity to prepare in ividual member

q4

commentaries and have them include (unedited) in the Final Report.

The Charter and membership composition of GMENAC are provided. In
addition,-yolfti VII contains as an Appendix the official, GMENAC vopes on
each section of the Final Report, a cross-reference of GMENAC
recommendations, and all recommendations of the Committee contained in
Volumes I-VI.

/



INDIVIDUAL MEMBER COMMENTARIES

The commentaries of. individual Committee members which follow are those

that were received in time for inclusion in the GMENAC Final Report

presented on September 30, 1980 to the Secretary, Department of Health

and Human Services. ..The possibility exists that some member commentaries

were in, transit at that time and, therefore, not available fot inclusion

here. Any such commentaries will be transmitted separately to the

Secretary and will appear in the edition of the Final Report being

printed for general. distribution.

Commentaries that are present:' %.-3re have been reproduced in the form

received.



Individual Commentary
Carl J. Barrera
GMENAC Member

I have' participated in the Workof GMENAC siflce January
1980 and during that'period I believe that_I was,the-
only:Metaber of-GMENAC whose primary occupation was work-
ing,for.ahealth care payor. .As Assistant General Counsel
of MetropOlitan Life Insurance Company, .1, fromlame-to
time, consulted with others in my.company to obtaiatheir
advice. However, I wish to emphasize that my views ex-

pressed.at GMENAC committee meetings, my' votes'on issues
before GMENAC, and thisstatement are solely .the product
of my own judgment4 and are not in any way intended to
represent the views of. Metropolitan LifeInsurance Company,
the private insurance industry. or other health4are.payors.

In general, -I endorse the entire report and,commend the
dogged.determination and fertiii-intelligence that was
brought to. bear in pursuing answers to.obviously:diffit=.

cult questions. .

While GMENAC dealt primarily with'graduate medical edu-
cation, itseemed-clear to all'concerned. 'that the real
issue's that had to be dealt, with were'much moreglobal
questions. They were: hoW many health care providers,.
ofwhat"type; should provide what kind of. health.care,

to whom; in_what 'quantity and quality, in which places,
and'at what cot? .While -we. were.cognizantof such
monumental questiona; nwe could only focus o such qUes-

tions in limited ways. .Nevertheless,. I suggest that
the following matters areimportant and deserve.special
attention and 'Study.

1. Outcome Studies:'.Since million6 of dollars of
governmental and private funds.ste being spent
annually. on healWoare, it seems anomalous that
.So little seets.t6 beSpent On outcome studies
which.may indidate what amount and type of.health
care is necessary'oradequate. In. the absence
of,such studieh, the.nation could'be spending
millions of.dollars fordecades in health care
efforts which are of doubtful value.

2. Physician Surplus: GMENAC4Mplicitly assumed
that a surplus orphys3cians,Was-an fill to' be_
avoided. I tend to Agree with that Assumption,
but it is an assumption:which.teserves. more
study, from a:medical,-at well as'an economic .

point.of view. Governmental acts aimed at
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limiting the supply of physicians run contrary
to the freedom of the marketplace which other-
wise acts to limit the supply of other occupa-
tions and professicins. Of coarse, in the light
of projected surpluses of physicians, it is
reasonable to curtail governmental inceAtives
to increase the number of physicians. However,
it is '.a different dfalicy question for the
government to do more than that without further
studies of the effects of physician surpluses.

3. Reiibursement Practices: GMENAC considered that
° reimbursement could be utilized as

tools to carry. out changes in health care policy.
However, it' must be realized that the insurance
industry is generally not in the,position to
change fundamental reimbursement concepts, such
as the usual-customary-reasonable basis for
reimbursement. Such concepts evolve in many
cases from negotiated labor/management agreements
and are otherwise eMbedded in the marketplace.
If changes are to be introduced in the reimburse-
ment system, all payora both public and private,
should, participate. GMENAC would have been well
Served to have had within its membership persona
associated with public payors and persons in
volved with negotiating labor/management agreements.

4. Health Care Costs: I believe that we could achieve
FifteTTMtiharre for the nation without incur-
ring substantially' higher costs if more measures
were .taken to reduce health care costs. Such
measures could include: (a) A medical school
requirement that all students take a course on
the, economic impact of medical practice; (b)
A hospital requirement that .the approximate cost
of procedures and tests be shown.on.documents
used to order themi and (c) An effort by a study
group (which includes physiciansslattorneYs,
health facility administrators, insurance industry
representatives and government officials) te)
develbp "standards" of health care for cga.aIn
conditions, which if perfOrmed would be presumed
brcourts of law to constitute, an adequate de
fense against malpr Jtice suits. If some success
in this direction could be accomplished, it could

h
save substanti?. health care costs, provide
physicians with limited "safe harbor," and
might serve to inform the patient 'of the expected
"standard" treatment in certain situations.
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5. Ambulatory ;Care *: ONENAC recognizes that the
Y present structure of fees charged by physicians
anddthe present -system of reitbursement tends
,to-better remunerate those physicians with in-
hospital patients than those with ambulatory
vatiertss. even though, the time the physician
h s spent with the ambulatory patient may far
e teed that spent with the in-hospital patient.'
0 e of the probleMs With changing that syetem
As in developing a means of quantifying the
va uee of the skill needed and the time spent
i various treatments performed in an\ambulatory
setting in a manner subject' to reasonable veri-

fication. A study of possible alternate\Ap-
proaches seems necessary if changes are to ,be

made in such fees and reimbursement practtqes.

A successful implementation of such changem
may contribute to a better diabribution of
medical.care geographically and by medical
specialtys'to lower hOspital use and in the

end to lower total health care costs.

Overall I am impressed with the academic effort and
results of dMENAC and if the political process, can

be equally iiiell'martialed, a thoughtful process can
be consumated in better health care foi all Americans.

*"Ambulatory-Care" As used here is intended to exclude

surgery and such other procedures which are more often

performed in hospital settings.

A .1,4A

rera
AC - Member



At:\ Veterans
N.Q7 Administration

SEP 2 3 1980

Department of Medicine Washington, D.C. 20420
and Surgery

Alvin R. Tarlov, M.D.
Chairman, GMENAC
Department of Medicine
The Division of Biological Sciences &
The Pritzker School of Medicine
University of Chicago
950 East 59th Street
Chicago, IL 60637

Dear Dr. Tarim.:

The Department of Medicine and Surgery of the Veterans Administration
is pleased to hav had representation during the deliberations of. GMENAC.
The unique role the Veterans Administration. health care system demands
clarification as apart of the final report.

,
, .

1. The heal h care needs'of the veteran population are based on

i:
a different mode than the national model used by GMENAC. Therefore;
there is no need or pediatricians and a very limited one for OB/GYN
speclalists; but .a specific need in fields such at radiology, pathology,
and anesthesiology. We are in concert with the greater; need in physiatry,
general psychietryand already play a major role in expanding the field
of nuclear medicine. . 1

2. The aging, largely male, population that we serve will have
specific needs not reflected in a national healthgcare needs profile.
Specialists'in gerontology, sensory restoration apd rehabilitation
must be recruited and trained to enable the Veterans Adminittration
to meet its specific health care mission. ,

3. TheYeterans,Administration.respects its responsibility to
help meet the training, needs of the nation for health .care professionals
but must also protect its obligation to the population -of veterans it

serves. Welask that the recommendations ofGMENAC reflect the special
needs of the VA patients to we might meet-our responsibilities both
national and VAgspecific. my office and the Office Of ademic Affairs
stand ready to assist in the careful, lOnggrange planni g of graduate 'dicaleducation within the VA to theet.theseobligatio

/

s and needs.

cerely,

-
.

DONALD L. CUSTIS, M.D.
Chief Medical Director

MIWOROwTm i4
/



Individual Commentary
Tom E. Nesbitt, M. D.
GMENAC Member

Honorable Patricia Harris /

Secretary Department Health and Human Services
Washington, D. C. 20510 ,

Dear Madam Secretary: /

/

As anOriginal member of GMENAC,I appreciate this opportunity
to present:my Comments; concerns and differing positions rela-
tiVe to the recommendations:contained in the Summary Report.-
I'would initially 'like to express to you my personal apprecia-
'tion of thieopportunity:to participe..,e in'What I consider to
be an outstanding example of a succesflul collabOrative effort
between:the private sector and thepublic sector of our nation

to addiess:amajOr'poliar'islue It has been a privilege to
work withtheTdis inguished members of GMENAC. I would be re-

miss if I failediio altO'express my ;great-aPpreciation to the
outstanding members of the Staff frOM HRA who have been assigned

to thieOrojeCtiince its inception. I should like to address
my initial're ke to a few general observations and then'speak
'specifically to selected recommendations as they appear. in the

summary document.--,
GENERAL CONSIDERATIONS: '

1. Despite many initialpersonal reservations asto the potential

for the sugoessfuIcompletion,Of the GMENAC charge, I--now
strongly sport the concept of predictive capability and fore-
casting that has been possible through the use of the require-.
ments model and the supply model., The GMENAC.development of
the requixements'model. is a signifidant breakthrough in method -

ology which Can serve our nation extremely well for the future.
The teChnOlogy'will require expansion and sophistication Of:the
data base for more precise requirements-projections inthe fut-
,ure./ The data bases available to GMENAC were not totally satis -/

factory for current projections, but on balance provided us with

the/methodology for the future./ Both the requirements model and?..
the supply model:will require continuou# monitoring and adjust-
ments by a future GMENAC-like body to improve upon the dynamic

:process of manpower projection techniques.._ .

/2. It'is imperative that a GMENAC-like, body be created and

charged with the responsibility'outlined aboVe.
/'.3.- The singularly most impOrtant consideration in the voluntary

, implementatiOn of GMENAC's.reCoMmenditioneby both the private
and public sector will need to be repeatedly emphasized and

stressed. Virtually all recommendations become central to the
first two: 'It, therefore, becomes imperatiVe that all'recommend-

ations'be synchronized to.provide the gradual simultaneous inter-

twining of all recommendations to avoid major disruptions in the.

delivery of medical care services. Should such an. approach fail
to occur, it can'be stated realistically that the resulting up-
heaval dead properly bedescribed',es:Iying somewhere between

disruptive and chaotic.
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COMMENTS RELATIVE_TO SPECIFIC RECOMMENDATIONS:.
Rec. 1. It is clearly recognized that this will be difficult
to achievef'but any steps taken to impleMent any of the recom-
mendations of this report thoUld relate and revolve around this
singularly mostimportant recommendation.
Rec. 4. It should be emphatized that the GMENAC projections of
medical specialties' in which there will be surpluses or short-
aget in 1990 should not be nierketed as absolutes. Worthwhile.
and progressive though -Cie GMENAC effort has, been, the imper-

,fections and the data and the methodology used as well as the
assumptions on which the projections are zacie, require'that the
findings be understood only as general indicators of trends.
Consequently, any adjustments in the number of trainees in any
residency program should he made very graduaX, lest areas of
foreseen shortage become areas of "oversupply" and vice versa.
Rec; 5. To again note the imperfections and data and methodol-
ogy, consideration should also be given to addition of the phrase
. "and to a lesser degree, general sUrgery". The dynamic nature
of the changing, delivery system demands that allowances be made
for unknowU advancesin surgical treatment of disease. .

Rec. 6.'The research called for by this recommendation will
require a host of carefully constructed studies and perhaps
more demonstration projects. It.will add considerably to the.
'work load of a GMENAC-like successor.. To be meaningful. and accu-
rate, research and analysis of the 4thitem of this recommenda-
tion, "- =relative costs and expenditures of using nonphysicians
in plaice of phylicians for selected medicallareservices--"
must take into account the'findings of a idbsequeniiem,
"--the professional longevity of nonphysician providers%
The costs Of producing need to_be compared to productivity over
time.
Rec. 9. Items (b) and (c) in this recommendation deal with the
desirability o expanding the prescription.and/or dispensation
-3f drUgs by .n physician health care providers: It is impera-
tive that ex ene caution betaken_in this.regard since it is
questionable Whether such UOnPhysiciad ptoviders have the moat-.
nary education and training to make. an appropriate medidal judg-
ment regardingthe drug of choide;
Rec. 14. To deal with functional medical service areas, by
specialty, in order:to assess the availability of.physician ter- 1

. vices, tvhsthe risk of'ignoring the'realitythatthe medical
services delivered by most physicians are not confined to those
of the specialty in which they are categorized. in seeking tb :

definephysiian market areas by using such iriforMation as did-
charge and claims data, great Care must be taken to maintain
requisite confidentiality.
Rec. 16. '(a) ,(b) PSRO's are already doing much of'what is re-
quested in these recommendations. They serve no significant pur-
pose in this 'report and are easily susceptible to misinterpreta-
tion... To be meaningful, nany such require commo
definitions and weighing to account for demographic diffeiences:
AO it is writteU,%the.recommendation assumes a standard of
'comparison acrosepoPuletions and regions: .*

Rec. 17. 1 In /my view Recommendation-17 simply-cannot be supported
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. .

in any way.. The recommendation, itself, plus the two suppor-
"tive redommendations" (a) and (b) should be deleted from the

report. They ;imply violate the.GMENAC'modeling,process;
they are inadequately researched; they do not recognize the way

in which4physicians:,Actually function. Moreover, they open the
door,to the establishment of quite arbitrary quotas and
national standards which have no applicability to the totality

of the delivery systemof Medicine. .

Rec. 28. ,Inmy..view,this should be. strengthened to add paren-
thetically that general institutional support to centers of
medical education should be contin ed if the full impact of the'

..Rec. 39,. The Work of GMENAC ghoul be continued. It should be)
accomplished. by an adviSory body that is charted and funded by

administrative other'than-statuatory authority, in my view.
The establishment by statute.would too readily lead t6 misinter-
preting the recommendations of such a bOdy.as regulatory rather

thin advidory. "The'private sector is"prepared and already
conducting. many studies in parallel and thoracic* at least two
additional, agencies ingoVernment.already. involved in such

activities. Better communication and collaberation_between
these sources would accomplish the objective -- namely that the

work of GMENAC -be continued. .

, . .
.

Beyond commentsrelated to this inn:mail, of recommendations
Contained in the overview and summarY document, I haVe a'series

of major disagreements with.recomniendations- which were presented I'

the Geographic panel which revolVe around the Geographic Panel's
recommendations 30 and 31. ,.Their recommendationl3 states that .

"the rote of economic factors in location choice'is not clear"-.

Therefore, it seems inconsistent to make recommendations to
icanipulate reimbursement Mechanisms'as a means of ,influencing

specialty and geographic distribution of physicians. One ofthe
factors on which an appropriate level of reimbursement should
be based, is the skill and ability of, the practitioner,

Tom E. Nesbitt, M. D.

GMENAC Member

September 27, 1980
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Individual Commentary
Karen O'Rourke, RN, MS
GMENAC Member

It has been a yaluable educational experience' and
personal honor to have contributed to the work of
GMENAC in preparing the final report on graduate
medical education. As the AFL-CIO Representative
and as a health care provider, I welcome the
challenge of continued work with GMENAC.+ Despite
the time limitations placed upon me as a new
appointee to a council well established in its re-
search and evaluation methods, I can confidently
say that the exposure to medical politics which I
have received during the GMENAC proceedings is indeed
an enlightening one. While the final report reflects
the opinion primarily of physicians, who compfised
more then a simple 1ajority on GMENAC, I ventli'W to
add the following comments.

Thereport of the whole council attempts valiantly to
project' medical manpower needs for 1990 in an industry
subjected to rapid social change and reform. It in-
troduces a rather advanced "modified needs" mpthodol-
ogy, in order to meet 'those sets of projections. 21

While the GMENAC Charter is rather specific with r6='
spect to purpose and function, the work we are
charged with completing is unfinished. The set of
recommendations in the final, report is the Culmination
of our lenghty analysis of available research and of
a rather elaborate political process. Suffice to say
that with respect to the two panels ..I served on--Non-
Physician and Finance--muc more time is needed if
furth rrecommendations a to achieve some consist-
ent .leel of objectivity. ,

With, respect to the role of non-physicyns im the
health care industry, i is my opinion that increased
_numbersTof- non-physi-c-ri- Itshealth care providers does

/1not necessarily aggav te physician supply. The .

charge of GMENAC irvits chai.ter was to evaluate
medidal, manpower needs. Indeed,) the original GMENAC
Charter does not spe/cificaily give GMENAC the right
to set rigid levels /of participation, job Rualifica-
tions, or perform7mce evaluation for non-physician
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health care providers.. GMENAC is not and should not
be the final determinant of all health manpower needs

in our country. Rather, each discipline should be
allowed to evolve and determine its own role in

meeting the very real consumer demands for more
accessibility in cost effective health care delivery.
If in fact GMENAC is permanently established, I be-
lieVe great care should be taken to better balance
council representation as well as\to specify its

relationship, function, and cooperative role with
already existing national advisory councils for
nursing and other health professions. After all,
medicine is'but one component of the health care in-

dustry and should,not be allowed to write prescrip-
tions for all other health care providerb. \Each
discipline 'in the health care industry is a 'vital

component to our national goal of quality health care
for all people.

While the final report represents limited recommenda-
tions regarding the use of non-physician health care
providers, that short summary does not provide the
details which are available to you.in the separate
volume covering'the work of the non-physician
technical paxiel.'. It is clear that an, important future
consideration hould berto mandate further research
of non-physician utilization and distribution, re-
strictive state laws, consumer preference, reimburaet-.

merit, and productivity.

In addition, while the work of our technical panel

was directed\and- deliberately focused on justNa fe.
of the.existiWnon-Oysician providers, a large

group of healthirelprovidets was unfortunately
overlooked'in the :final report. That group, comprised
of the more than. one millionrnon-degree registered
nurses, does' have an immediate elfect on health care,
delivery and a long-term impact on physician supply.-

/

In conclusion, there are no easy answers' to the
health manpower and health.care delivery problems

in this country.' Long-term iolutions developed
jointly between the health professions, educational
institutions, government, consumers, and the private
sector is essential. Volunteerism by the medical
profession in regulating their numbers and their
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function is difficult to conceptualize in the health
care market place which is far from competive. For
that reason alone, the work of GMENAC should be
continued.

Meetin4 the mandated national health planning goals
is a lofty aspiration requiring more than just
minimal intervention in determining first, what are
the health needs of our people and second, what types
of manpower need"to be trained, utilized, and reim-
bursed in the health care industry in order to meet
those needs.

(4.

Karen 'Rourke, RN, MS
GMENAC Member September 26, 1980



Individual Commentary

Bruce E. Spivey, M.D.
GMENAC Member

,Having been- a member of GMENAC since its formation, I have had the op-

portunity to participate in and observe the development of this unique

cooperative effort between government and the private sector. This

Committee's work has beenmonuiental, and I firmly believe that we

have-made-Major progress and innovative contributiams to the method-

ology of forecasting physician supply-and requirements. is is not

to imply that the task ,is complete; in fact, far:from it From our

studies and deliberations, we shave highlighted many. areas which are in

need of research, further-review and refinement. Thefao that We-
have accomplished as 'much as we have is a tribute tp,the,amazing dedi-

cation of the staff as well as many of the GMENAC4eibers. The

considerable diversity among the GMENAC matiber'S',,,id"..hPth'professional

training and in philosophical orientation,.inaUregrthat'all sides of

the issues were represented; although this often ,prOlonged our dis-

cussions and deliberations, conflicting viewa,at %opinions were
preiented and received in a cooperative manner<

I. am concerned that the final report heviewed in:the,,:proPer-perspec-

tive, namely, that this is a first, and extremely preliMinary attempt

to evaluate and project health manpower supply and requirements. in

such a totally comprehensive and integrated manner. Therefore, it is

essential that this stage of the work not be considered or interpreted
as the "final word" when, in factithis is just the beginning. Both

manpower supply,and requirements are CharacteristicaOf a dynamic aye-

.tem and the estimation of these characteristics must be-teassessed

.periodically, with, updated assumptions and data in view of this dynamic

quality.

The scope of this project and the. incredible amount of fdetail and ma-

terial involved made it impossible for any member to objectively and

comprehensively digest all or even a Substantial part of the refet-

ences,:assumptions, implications, calculations, etc. The tedmendous

pressuteto deliver the final report by September 30, 1980, precluded

the opportunity for thoughtful and methodical-consideration by the

Committee of the general'and specific implications of the recommenda-

tions as summarized in Volume 1.. There are recommendations with. which

I fundamentally disagree. Having been outvoted in a ComMittee process
does not alleviate my deep concern about many problems with, the model-

ing results and the potential for misinterpretation, of the Committee's

work or misuse of this report as the basis for legislative or regule,

tory actions.

I

J.
strongly caution the reader not to ascribe attributes to the GMENAC

modeling projections which they, do not possess. The estimates of the

specialty-specific numbers of both the projected supply and the pro.

jected requirements for1990 are 'subject to error, perhaps consider-

:able error. One of the. problems is that we do not know how much

erroi; it .mity be as much as 2:20% or. more in some or even all cases.

For this reason, only the general directions, and not the. precise

magnitudes, of the imbalances should be considered as credible des-

crintionsof the prZbable state of affairs in.1990., The methodology

and t'}ie Modeling. depend'upon the accuracy of the assumptions and the.

data anecan only be validated over time. mik

13
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A major problem and source of error is the inadequate or incomplete
data bases we encountered in so many areas and with regarritO most
specialty ptactices. How much error this has contributed :o the,mod-
eling.of the requirementi for the various specialties is:not.known.
FUrthers...duetO resource limitations, six specialties were not modeled
via .the Delphi) panel approach nor did GMENAC:hevi the opportunity to
replicate even one .Delphi panel's result in. order to provide some
estimate of the degree of error that might be associated with this
approach,

It is abiolutely essential that.these projections be-continually.moni,
tored in the future, recognizing that someof the assumptions will
quire modifications based.on expiarience. .in lact, there are some
assumptions. which were predinted in the Interim Report that'have been
revised given our experience over the palm several years. The report-
-ed estimates of supply for each of the specialties provide one example
wheri.current assumptions should be modified. ,,First of all, the
supply projections assume that there couldfbe nearly unlimited growth
to accommodate 411 of the U.S. and foreign medical graduates, an
assumption which is, at least,.optimistic. Second, the apportioisment
of all-individuals entering graduate medical education into specialty
training positions based on histOrical trends. may have inflated the
projected supply in Some specialties and underestimated the projected'
supply in Others,because it has been'aisumed that expansion of train-
ing programs' will occur proportionately for all specialties in
estimating the 1990 expected supply.

The medical profession must take serious cogniiance of this prelimin-
ary report. Bopefully,the'profesiion plus governmental and private'
agencies.will.resPond.by helping to improve the datard by taking
the.responsibility:for objectively evaluating the strengths and weak,.
nesses contained.herein.. /or most specialties, changed in the number
tf.training programs are not warranted until_ intensive reassessments
of the projections are made aver the next several yeard. Aowever, a
few of the-Specialties for which, very large imbalances are projected
should begin to face the magnitudianfthaproblemagE and'bogin to
formulate plans for actiOn.t It is clearly,tha responsibility of the
profession, and the specialties in particulari'to deal*th thise
problems of numbers and.distribution. Lfirmly believe the private
sector can and Will,bisable to deal effectively and appropriately
with these:issues without the need for regulations or legislation/ .

In estimating physician requirements for 1990, the calculations are
based, in part, on "norms of care." These "norms" represent overall
averages which will vary widely among patients. It is totally inap-
propriate to apply'such averages to a specific patient as standardd of
adequate or, indicated medical cars required. It is critical that
these averages not be misinterpreted and misused by third party payors
and others.

A.Lthough readers of this report will not find much explicit reference
to "quality of care," I cannot emphasize strongly enough that the
issue of quality in both education and patient care was a basic and
underlying principle of =gibers of the Technical Panel on Modeling,
Research and Data. "Quality," while 'difficult to define, in explicit
terms, must continue to be, a fundamental criterion in health manpower
planning for both education and patient care.

14
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Due to resource limitations, the Committee only superficially conaider7;

ed
p,the

issue of nonphysician provider supply and requirements. Inde-

endent.nonphysician providers were basically ignored as the Technical

Panel dealt primarily with roles and supply of Nurse Practitioners,

Phylician Assistants and Nurse Mi4ives who are formally allied or

superviSed by pbysicians.' .As a result, the Panel had no basis on which

to deVelop recommendations regarding the speOific requirements for any

such providers. It is imperative that all nonphysician providers be

modeled in the same manner.ae'the medical specialties and that the

'overlap in patient care be incOrpOrated into such an analysis as it has

been for adult care and'child care:medical specialties.- Given.that the

nation,is not facing an undersupply in "primary care" specialties, the

recommendations which suggest that certain.nanphysicians be granted

authority to dispense Or, ,prescribe*drugs should be cautiously evaluated

with regard to the adequacy. of the pharmacological training that non-

physician providers receive. If such authority is to, be granted, it

should only geperMitted in situations where physician supervision and°.

monitoring Are'assured and medical necessity,exists: Recognizing that

there aresoma.states.where independent nonphysician providers are

legally authorized the limited usof drugs, the advisability of such

=di' ly unsupervised practices must also be evaluated.

The majOr unresolved. concern which'may'impede any voluntary response to

the-GMENAC projections.and implications is oneinvolving the. Federal

Trade Cammistion. .Assuming that the projections for a large oversupply

in a particUlar pecialty are approximately accurate, any attempt to

voluntarily restrict the number of training positions available in that

specialty could verTlikaly be viewed by the ETC as in antitrust or re-

straint ofltrade violation- Therefore, it is.imperative that a formal

ruling. on this issue be made. No action should be expected of any

segment of medicine-until such a'formal'rulini.is rendered. It is my

request, as it.hss been in GMENAC meetings for the past two years, that

the genesis of this request to the ETC originate from the Department of

Health and Human Services.

I appreciate the opportunity to comment Onthe-GMENAC-piocess and re.--

sults. Although I am-aware of the weaknesses of.certain aspects of the

work, there iOtuch that deserves praise. and approval! I strongly

believe that i is of paramount importance that the work initiatedby

GMENAC be cant ued so that the additional research and'modelingcan be

completed, and o that the projections' developed at this point in time

can be monitored for at least a ten-year pelatod Although many in the

medical profestion'have seriously questioned the advisability of this

,Committee's formation and charge, it is now the'case that a failure to

continue this work as a joint collaboration between the government and

the health professions might well have serious, negative consequences

for medicine and the.publiC sector. If,this.monitoring,.comibined with

reviewing and refining of the modeling process and revising the

assumptiOns as needed,'is not maintained, this entire effort will have

limited value and credibility and could' even have a negative effect if

the rryesults ire sundeistood or used for major policy changes.

GMENAC lembe:

15 20
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Individual Commentary
Jeanne SpUrlock
GMENAC Member

The report of the Graduate Medical Education National Advisory
Committee does not fully reflect the complexity of the problems Addressed;
nor, of the recommendations. In the opinion of the undersigned, the med-
ical service needs of the nation at the time of the completion of the report
differ from those identified at the onset of the deliberations. Now, we
must be concerned with the health and medical care of the vast numbers of
the refugee populations that have arrived in the United States. This
reality compotinds the problem of providing adequate medical care to the
underserved groups of citizens, ranging from the American Indians who. live
'on reservations to residents of inner cities to the poor in the rural areas
Of the country. These realitiel prompt questions as to'whether or not there
is indeed a surplus of physicians, and, if so, is this .an asset or a

71ability to the efforts. directed toward the provision of adequate' medical
care for all who reside in the United States.

. . The reference to the surplus of physicians notes the shortage among
the minority groups.' However, reference to the severity of this problem has
been lost in the summation. For example, a report of a survey,(Rocheleau, B.
"Black Physicians and Ambulatory Care'.. Public Health Reports,. May-June,
93(3):276-82) conducted.by the National Center, for Health Statistics,, includes .

some.highly significant and pertinent findings: "According to the 1970 Census

Bureau data, there were only, about 6,000 black..physicia4i boihambulatory
care and others,. Which amounted to approximately 2.1 pecer'fit of all physicians."
The'extremely low percentage of black physicians: ccounts ,or the fact that
"in absolute terms, most black patients visit non-black physicians" even
though in "relatiVe percentages, black physicians are far more likely to-serve
black patients than non-black physicians. ".

Obviously, the shortage of minority .groupphysicians in generalis re-
, flected-in-the various---tpeci-alltiet... Of partitUlar concern to the undersigneA4

is the alarmingly low numbers of minority physicians, who are trained in pty7:
chiatry and child. psychiatry. Recent studies of the Office of Membership
Services and Studies of -the. American'psychiatric Association haVe revealed the'
following significantfindings (as of September, 1980): Of a total number of
35,212 practicing psyChiatrists in the United States, less than 4000 are min-.1

.orities (American Indian & Alaskan .Native, Atian.American & Pacific Islander,
Black, Hispanic). The literature.is replete with referentes to the fact.thatl
there is an overall'shortage of'psychiatrists, as noted in the GMENAC report,,
as well as the particular shortage. in the public facilities. Currently, a 1

large percentage of the psychiatriC tervices'in the public service programs 1

is provided by foreign medical graduate psychiatrists, a greater proportion

of whom are women. It is essential that there be further study, to Aetermine
how the implementation. of the recommendation curtailing the entry,of foreign

16
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medical graduates into the medical servicesystem will impact on the care

of the mentally ill who are hospitalized in public facilities and/or who

are provided care in out-patient public settings.

The responses noted in this brief commentary illustrate the need to

ok at the full report and all commentaries to be received; to evaluate

possible or probably 'ripple effects of the implementation of any one

of the recommendations prior to the-implementation of any. ,

-13:24-46-1^-4--A-!

eanne Spurlock
GMENAC Member

September 26, 1980
Date



Individual Commentary.
E. LEE TAYLOR
GMENAC Member

The Graduate Medical Education National Advisory Committee
(GMENAC) did not sufficiently address the physician manpower
requirements of the Department of Defense.

The variable and unique requirements for national defense,
such .as global medicine and contingency preparedness, as well as
the supply and distribution of physicians differ significantly
from those.of the civilian community. I cannot emphasize this
unalterable fact too strongly.

In addition, accurate data collection. for formulating meaningful
recommendations would involve sensitive areas of national security.

GMENAC recommendations regarding non physician and physician'
-manpower numbers for supply, distribution and education cannot be
used to determine Department of Defense requirements.

24 September 1980

GMENAC-Member Date

Se



INDIVIDUAL COMMENTARY
MARGARITA C. TREVINO, R.N.,M.S.

GMENAC MEMBER

The'GMENACOtudy:hasclearly,pointed outthe'need for ,

aAnultidlscipliparyHteaMvproach, including consumers; to

the:coMplex proOets of health manpower planning ,in this

country. There is andverwhelMing heed for.aWhedlth care
proViders.to::Makeconcerted efforts to retearch;tO articulate;
and,t6 share through. cross. - disciplinary edUcation,andconsumer-
oriented'Oublic-inforMation systelh the following,Points of

.

referetice

thei9c independent; dependent, and
int dependent.roles and functions
as applicable to the specific discipline;

2: the types of health/illness care
services provided;

3: the expected outcomes of the services
provided; and

4: the impact pf all Of the above on the
health status of individuals, families,
and communities.

With specificity to nonphysician health care providers,

this is a timely period in their developmental continuum as

providers to become more actively involved in establishing

and maintaining their legitimacy,in,the.health care industry

and in determining their contributions to quality health and

illness care in this country. Only then will GMENAC-like

efforts have facts and not feelings to facilitate informed

decision-making with increased dbjectivity. To the contrary,

skepticism and negative attitudinal predispositimi:not facts, ,

will perpetuate the development of prescriptive ratter than

collaborative .interdisciplinary working relationships between

physician and nonphysician health care providers. Only then

care services as these affect physician manpower requirements.

"health care providertentered primarily on the question of

will the adequate resolution of related public policy dilemmas

physician service substitutability and delegation of medical

be successfully addressed.

Due to its charge, the GMENAC focus.on the nonphysician
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'Future-studies inv ving the utilization of nonphysician
health care providers mus extend beyond the role fulfillment
of substitution.' There is rgent need for physicians and
nonphysician health care providers to give serious attention
to how their combided expertise can bestbe integrated in a
cothplementary fashion to proVide a team approach in addressing
the health care needs of the American public within the health

(care delivery structures in this country.

Whfle.the GMENAC study raised more question6 than it had
answers' for regarding'the nonphysician health care providers,
this report can provide the desirabli impetus to advance
comprehensive and collaborativelvalth manpower planning
betweenphysicians, nonphysician health care providers, and
consumers with the ultimate goal of'mproving the health of
this nation.

To quote Rubin:
Trivializing'our relationships
with each other makes us less
responsive to each other and
must also make us less respon-
,Ove-to our own needs. .If we
fail to respond fully to the
human situation of otheri,
we will not stimulate and
develop our feel for what is
most human.

(Rubin)

September 25, 1980

Date7N...

Rubin, Jerry. ; "Pblitics Is How You Live Your Life, Not Whom

You Vote For". The Politics of Social Services. Edited by.

JeffreY,H. 0a1Per.
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CMENAC.RECOMMENDATIONS

/1

Each of the preceding six volumes of the Final Report presents a series
of recommendations which were formally apprOved by the Committee; This
section of the Appendix contains a complete list of all of these
recommendations.

se
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RECOMMENDATIONS -- SUMMARY REPORT:,
(VOLUME I) Ar

RECOMMENDATION 1. Allopathic and osteopathic medical schools should

ireduce entering class size in the aggregate by a minimum of 10 percent. by

1984 relative to the 1978-79 enrollment, or 17 percent relative to the

1980-i-81-entering class.

A. No new allopathic or osteopathic medical schools shOuld be

established beyond those with first-year students in place in

198011.

B. No increase in the entering class size into allopathic and

osteopathic medical schools beyond the entering class of 1981

should -occur-.-

C. -The current Health Professions Law, which authorizes grants to

4 health professions schools for construction of teaching

facilities, should be amended to allow the Secretary of the

Department of Health and Human Services to grant waivers

hmmediately to allopathic and osteopathic medical schools to

allow them to ignore the law's requirement to increase

enrollment. This recommendation applies as well to the pertinent

Veterans Administration authorities under the Manpower Grants

Program.

D. The current. Health Profesions Law should be amended to allow the

Secretary of the Department of Health and Human Services to waive

immediately the requirement that allopathic and osteopathic

medical schools, as a condition of receiving a capitation grant,

maintain the first -'year enrollment at the level of the preceding

school year. This recommendation applies as well to the

pertinent Veterans Administration authorities under the Manpower

Grants Program.

RECOMMENDATION 2. The number of graduates of foreign medicalschools

entering the U.S. yearly, estimated to be 4,100.by 1983, should be

severely restricted.' If this cannot be accomplished, :t e ndesirable

alternative is to decrease further the number of ent is o U.S. medical

schools.

A. All Federal and State as istance given through loans ,,and

scholarships to U.S. med cal students initiating study abroad

after the 1960- 81 ',arcade c year should be terminated.

B. The current efforts in the private sector to develop and

implement a uniform q alifying examination for U.S. citizens and

aliens graduating medical schools-other than those approved

by the Liaison Committee for Medical Education (LCME) as a /

condition for entry into Liaison Committee for Graduate Medica4



SUMMARY REPORT RECOMMENDATIONS - Cont'd

Education (LCGME) approved graduate training programs should be
supported. Such an examination must assure a standard of quality
equivalent to the standard applied to graduates of LCGME
accredited medical schools. These U.S. citizens and aliens must
be required to.complete successfully Parts I and II of the
National Board of Medical Examiners' examination or a comparable
examination. The Educational Commission-for Foreign Medical
Graduates (ECFMG) examination should not be used as the basis for
measurement of the competence of United States Foreign Medical.
Graduates (OSFMG8) or alien physicians.

Alien physicians, who enter the United States as sptuses of U.S.
citizens, should be required to complete successfully Parts I and
II of the National Board of Medical Examiners' examination or a
comparable examination prior to entry into residency training.

D. The ability to read, write, and speak English should remain a
requirement for graduate medical education programs for all alien
physicians.

E. The Federation of State Medical Boards should recommend and theeCates should require that all applicants ccessfully complete
Olt least one year of a Graduate Medical E cation (GME) program
that has been approved by the LCGME 3nd successfully pass an
mamination prior to obtaining unrestricted licensure. The
examination should assure a standard of quality in the ability to
take medical histories, to do physical examinations, to carry out
procedures, and to develop diagnostic and treatment plans for
patients. The standard of quality should be equivalent to
graduates of United States medical schools.

F. The States should severely restrict the number of-individuals
with limited licenses engaged in the practice of medicine. This
restriction applies to those practicing independently without a
full license and to those practicing within an institution
without adequate supervision.

G. The "Fifth Pathway" for entrance to approved programs of graduate
medical education should be eliminated.

H. The transfer of U.S. citizens enrolled in foreign schools into
advanced standing in U.S. medical schools should be eliminated.

RECOMMENDATION 3. The need to train nonphysician health care providers
at current levels should be studied in the perspective of the projected
oversupply of physicians.

RECOMMENDATION 4. To correct shortages or surplusein a manner not
disruptive to the GME system, no specialty or subspecialty should be
expepttd to increase or decrease the number of first year trainees in
residency vr fellowship training programs more than 20 percent. by 1986
compared to the 1979 figure.
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'.........*ItgCOMMENDATION 5. In view of the aggregate surplus of physicians

projected for 1990, medical school graduates in the, 1980'e should be

strongly encouraged to enter those specialties where a shortage'of

physicians' ,is expected or to enter training and practice in general

pediatrics, general internal medicine, and family practice.

RECOMMENDATION 6. Extensive research on the requirements for Nurse

Practitioners (NPs), Physician Assistant's (PAs), Nurse Midwives (NMWs),

and other nonphysician providers should,be undertaken as soon as

possible. Special, attention must be given to the effect of a physician

excess on their utilization and to the benefits these providers bring to

health" care delivery. These studies should consider the full range of

complementary and subst44Fte services.

RECOMMENDATION 7. Until the studies in Recommendation 6 have been

completed, the number of PAs, NPs, and NMWs in training for child medical

care, adult medical care, and obstetrical/gynecological care should

remain stable at-their present numbers. Delegation levels recommended by

GMENAC for 1990 are: In obstetrics/gynecology 197,000 of the normal;

uncomplicated deliveries (5 percent of all deliveries), 7.1 million t

maternity related visits (20 percent of the obstetrical caseload), and

7.5 million.gynecological visits ,(18 percent of the gynecological

caseload); 'in child care not more than 46 million ambulatory visits.(16

percent of the child ambulatory caseload) and, in adult medical care not

more than,128 million ambulatory visits (12 percent of the adult medical

ambulatory caseload).

RECOMMENDATION 8. All incentives for increasing the class size or the

number of optometric or podiatric schools should cease,until the studies

in recommendation 6 have been completed and evaluated.

RECOMMENDATION 9. State laws and regulations should not impose

requirements, for physician supervision of NPs and PAs beyond those needed

to assure quality of care.

A. .State laws and regulations should be altered as necessary so that

a PA or NP working under appropriate physician supervision can

independently complete a. patient encounter for conditions which

are deemed delegable.

B. The States should provide PAs, NPs, and nursemidwives with

limited power of prescription, taking necessary precaution to

safeguard the quality of care including expliit protocols,

formularies, and mechanisms for physician monitoring and

supervision.

C. At a minimum, PAs, NPs, and nursemidwives should be given power

4,2 dispense drugs in those settings where not to do so would have

an adverse effect on the patient's condition.

D. States, particularly those with underserved rural areas, should

evaluate whether the laws and regulations pertaining to
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nonphysician practice discourage nonphysician location in these'
areas.

RECOMMENUATION 10. The r /Temente of third party payors for physician
supervise should be con istent with the laws and regulations governing
nonphysici practice in e State.

RECOMMENDATI 11. Medicare, Medicaid, and other insurance programs
should recogni e and provide reimbursement for the services by NPs, PAs,
and nurse-Midw Yes in those States where they are legally entitled to
provide these s rvices. Services of these providers should-be identified_
as such to third party payors and reimbursement should be made to the

employing institution or physician.
o

e

RECOMMENDATION 12. NPs, PAs, and nurse mid - wives should Ke eligibl for
all Federal incentive programs directed to improving the geographic
accessibility of Services, including the National Health Service Co ps.
Scholarship Program.

RECOMMENDATION 13. Graduate medical education should be constructed to
give residents experience in working with PAs, NPs, and'nurse-midwives to
insure thatthese physicians will be prepared to utilize nonphysician
services.

RECOMMENDATION 14. GMENAC recommends that the basic unit for medical
manpower planning should be a small geographic area within which most of
the population receives a specified medical service. These functional
medical service areas, service by service, are recommended as the
geographic units for assessing the adequacy of manpower supply.

RECOMMENDATION 15: GMENAC encourges the support of efforts within the
.profession to assess the outcomes of common medical and surgical
practices exhibiting high variation across communities. Accomplishing
this step would help to establish long-range requirements for physician
services in the United States.

RECOMMENDATION 16. Variations between communities in the utilize ion of
specific medical services should be continuously documented and
analyzed. The effect of differing financing and organizational
arrangements for the delivery of medical care services should be
evaluated.

A. Utilization, rate experiences, relative to the norm of other
physicians practicing in the immediate area, the region, or the
nNtion, should be made available to physicians.

B. Future health manpower planning groups should compare manpower
estimates, whether derived from need-based, demand-based, or
requirements- based models, against empirical estimates selected.
from areas in the United States exhibiting high and low
utilization patterns.
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RECOMMENDATION 17. GliENAC recommends that health manpower shortage areas

be defined by a minimum service specific physician-to-population ratio

and a maximum travel time to service for child care, adult medical Care,

obstetrical services, general surgical services, and emergency medical

services.

A. The minimum acceptable
physician-to-populatiOn ratio for any area

in the U.S. should be 50 percent of the requirements estimated by

GMENAC for each type of health service in the Nation as a.- whole.

B. Maximum travel times to service for 95 percent of the population

within a geographic area should be 30 minute:a fc.: child care,

adult medical care, and emergency medical-Service; 45.minutes for

obstetrical care and 90 minutes for general. Surgical services.

RECOMMENDATION 18. Alternative data systems for monitoring the

geographic distribution of physicians should be developed and evaluated.

RECOMMENDATION 19.. Medical students should be encouraged to select .a

location for practice in underserved rural and'urban areas by several

approaches: (1) Urban and rural-perceptorships should be continued and

expanded by those schools having an interest; (2) governmental loan and

scholarship programs should be catalogued And evaluated to determine

their effectiveness in improving geographic, distribution; (3) loan

forgiveness programs modeled after those which have been successful

should be used, and (4) the National Health Service Corps and its

scholarship program should be supported.

RECOMMENDATION 20. The medical profession in making decisions as to

reirdency training programs should consider the aggregate number of

programs, their size, and the geographic distribution of their graduates,

in additon to the quality of.the-program, in light of national and

regional 'needs.

RECOMMENDATION 21. Family practice residency training programs should be

supported since these programs tend to train providers who are more

likely to choose to practice in underserved areas. A similar rationale

underlies support needed for resident experiences in underserved areas

and for certain nonphysician provider training programs.

RECOMMENDATION 22. Area-wide programs of decentralized medical education

and service such as WAMI (Washington, Alaska,, Montana, and Idaho), WICHE

(Western Interstate Commission for Higher Education), and some AHECs

(Area Health Education Centers) should be evaluated for replicability.

Such programs have been effective in placement of physicians in sparsely

populated areas.

RECOMMENDATION 23. More research and evaluation should be conducted On

factors relating to the geographic distribution of physicians.

RECOMMENDATION 24. 'Medical education. in the medical schools and in the

early phase of graduate medical 'education in the teaching hospitals

should provide a broad- basedclinical experience with empahasis on
the
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generalist clinical fields. A portion of graduate medical training
,. should occur in other than tertiary care medical centers.

RECOMMENDATION'25. A more vigorous and imaginative emphasis should be
placed on ambulatory care training experiences.

A. The outpatient services of the academic medical centers should be
upgraded through special project grants.

B. E ucational innovation in outpatient settings should be ostered
providing financial support

C4 Faculty should be encouraged and supported to develop careers
focused on ambulatory medicine through a career development award
mechanism..

RECOMMENDATION 26. Greater diversity among the medical students should
be accomplished by promoting more flexibility in the requirements for
admission; by broadening the characteristics of the applicant pool with
respect to socioeconomic status, age, sex, and race; by providing loans
and scholarships to help achieve the goals; and by emphasizing, as role
models, women and underrepresented minority faculty members.

RECOMMENDATION 27. Information about physician manpower needs in the
various specialties and in different geographic settings should be
disseminated broadly to medical schools, administrators, faculty, and
medical students, residents, fellows, and spouses.

RECOMMENDATION 28. Capitation payments to medical schools for the sole
purpose of, increasing class size or for influencing specialty choice
should be discontinued in view of the impending surplus of physicians.

RECOMMENDATION 29. Special purpose grants to medical schools and other
teaching institutions for primary care training in family medicine,

*general internal, medicine, and general pediatrics should be continued in
order to continue and to increase the emphasis on primary care services
and ambulatory care.

.A. Family practice programs, at least for the near term, should be
given special attention in view of the difficulty in financing
training programs from ambulatory care revenues.

B. Specialties in short supply should be considered for special
project grants.

RECOMMENDATION 30. Ambulatory care training should be promoted further
by the provision of grants for renovation and construction of facilities,
for the support of training programs in ambulatory sites, and for student
preceptorships and residency experiences in out-of-hospital care.

RECOMMENDATION 31. The medical profession, having the major
responsibility for correcting physician oversupply, should ensure the
quality of all graduate medical education programs and full funding of
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these programs through reimbursement should be given only to accredited

programs when mechanisms are in place.

RECOMMENDATION 32 . ..Calculations of the true coati of graduate medical

education should include the compensation for'residents and teaching

personnel and all of the. ancillary and indirect costs, and should

distinguish between the cost of education and the cost of patient care by

a uniform recognized reporting system. 'Costs should be borne equitably

by all payors as part of the normal rate structure for patient care costs

at the teaching hospitals, clinics, and other sites wherehealth services

and training are provided, to the extent that,iuch costs are not financed

by tuition, grants, or other sources of revenue.

RECOMMENDATION 33. The health professions' should.assume a major

responsibility for cost containment in pew program development, in,

*accreditation. and certification, and in the provision of health services.

RECOMMENDATION 34. Public and priva/te reimbursement Policies should by

adjusted to: Emp%asize ambulatory care services and training; encourage

practice in underserved areas; explore the concept of shared risk among

physicians, and;pay professional fees to teaching physicians when their

services have been identifiably discrete and necessary. ;

RECOMMENDATION 35. Continuous monitoring and evaluation of existing, and

new financial progress should be supported. Actions undertaken to alter

financing and reimbursement strategies should not be advanced as

permanent mechanisms for change until adequate evaluation/demonstration

efforts have been performed.

RECOMMENDATION 36. Additional research should be accomplished on a broad

array of topics related to financial considerations.

RECOMMENDATION 37. Special project grants for States on a cost-sharing

basis should be considered to influence the geographic distribution of

physicians within the States. The development of incentives for practice

in underserved areas is one program to be considered.

RECOMMENDATION 38. The development of future medical faculty,

administrators, and researchers should be assured by provision of

adequate financial support for their training.

RECOMMENDATION 39. A successor to the Graduate Medical. Education

National Advisory Committee should be established by statute. This

successor should be an advisory body without regulatory functions.

RECOMMENDATION 40. In addition to the continuous monitoring, the supply

projections, requirements estimates, and recommendations of GMENAC in

their entirety must be reevaluated and modified at least every five years

to take account of changes in data, assumptions, and priorities occurring

over time.



II. RECOMMENDATIONS -- MODELING, RESEARCH DATA
','TECHNICAL PANEL (VOLUME II)

RECOMMENDATION 1. No new allopathic or
should be established beyond those with
1980781.-

osteopathic medical schools
first-year/students in place

RECOMMENDATION 2. There should be no increase in the entering class size
into allopathic and osteopatfalc medical schools beyond the entering class
of 1981.

RECOMMENDATION 3. Alloppihic and osteopathic medical schools should
reduce entering class 4ze in the aggregate by a minimum of 10 percept by
1984 relative to the 1978 figure.

in

RECOMMENDATION 4. The current health professions law, which authorizes
grants to health professions schools for construction of teaching
facilities, should be amended_to allow the Secretary of the. Department of
Health and Human Services to grant waivers immediately to allopathic and
osteopathic medical schools to allow them to ignore the law's requirement
to increase enrollment. This recommendation applies as well to theI
pertinent Veterans Administration authoritiec under the Manpower Grants
Program.

RECOMMENDATIO 5. The current health professions law should be amended
to allow the Secretary of the Department of Health and'Human Services to
waive immediately the requirement that allopathic and osteopathic medical
schools, as a condition of receiving a capitation grant, maintain the
first-year enrollment at the level of the preceding school year. This
recommendation applies as well to the pertinent Veterans Administration
authorities under the Manpower Grants Program.

RECOMMENDATION 6. The number of graduates of foreign medical schools
entering the U.S. yearly, estimated to be 4,100 by 1983, should be
severely restricted. If this cannot be accomplished, the undesirable
alternative would be to further decrease the number of entrants to U.S.
medical schools.

RECOMMENDATION 7. Terminate all. Federal and State assistance given
through loans and scholarships to U.S. medical students initiating study
abroad after the 1980-81 academic year.

RECOMMENDATION 8. Endorse current ef/forts in the private sector to
immediately develop and implement a uniform qualifying examination for
administration to U.S. citizens and aliens who graduated from medical
schools other than those approved by the LCME, for entry into LCGME
approved graduate training programs.

A. SuCh an examination must assure a standard of quality equivalent
to the standard; applied to graduates of LCME-accredited medical
schools.
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Specifically, such U.S. citizens and aliens must be required to

successfully complete Parts I and II of the National Board of

Medical Examiners examination or a comparable examination.

C. It is specifically recommended,that the ECFMG examination not be

used as the basis for measurement of the competence of USFMGs or

alien physicians.

RECOMMENDATION 9.. 'Require that alien physicians who have entered the
United States on the basis of being spouses of U.S. citizens successfully

complete Parts I and II of the National Board of Medical Examiners

examination, or a comparable examination, prior to entry into residency

training.

RECOMMENDATION 10. Ability to read, write and speak English should
remain a requirement for graduate medical education programs for all

alien physicians.

RECOMMENDATION 11. Urge the Federation of State Medical Boards to

recommend .(and the States to require) that, prior to obtaining

unrestricted licensure, all applicants must have successfully completed

At least one year of A GME program which has been approved by the LCGME

and must have'successfully passed an examination which assures a standard

of quality, particularlyi\in the ability to take medical histories, do
physical examinations, carry out procedures, and develop diagnostic and

treatment plans for pati s, equivalent to the standard applied to

graduates of United State zedical schools.

RECOMMENDATION 12. Urge he tales

individuals engaged in the,practiEe
unlimited license. This applies to
without .a full license and to those
without adequate supervision.

to restrict severely the number of

of medicine who do not have an
those practicing independently
practicing within an institution

RECOMMENDATION 13. Eliminate the "Fifth Pathway" for entrance to ,

approved programs of graduate medical education.

RECOMMENDATION 14. Eliminate the transfer of U.S.'citizens enrolled in

foreign medical schools into advanced standing in United States medical

schools.

RECOMMENDATION 15. In view of the projected oversupply of physicians,

the need to train nonphysician health care providers at current rates

should be studied.

RECOMMENDATION 16. In view of the aggregate surplus of physicians

projected in 1990, medical school graduates in the 1980s should be

strongly encouraged to: (1) &ter training in those specialties where 'a

shortage of physicians is expected, and (2) enter training in the

generalist fields of family practice, general pediatrics, and general

internal medicine.
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RECOMMENDATION 17. To correct shortages or surpluses in a manner which
would not be disruptive to the GME systeM, no specialty or subspecialty

should be expected to increase or decrease the number of first-year

trainees in residency :or. fellowship training programs more than 20

percent by 1986, compared to 1979.



III.: RECOMMENDATIONS.-- GEOGRAPHIC DISTRIBUTION

TECHNICAL PANEL (VOLUME III)

,RECOMMENDATION The funCtional medical service areas, specialty by

specialty, are recommended as the geographic unit for assessing

availability of physician services. The Graduate Medical Education

National Advisory Committee (GMENAC) also recommends that physician

market areas by specialty be determined empirically based on patient,

origin data derived from such information as discharge and claims data,

until such time as total emweeratiodof,physician services is possible,

and that the resulting areas be compared to those previously determined

by specialty societies.

RECOMMENDATION 2. GMENAC supports the evaluation of alternative data

systenwfor the monitoring of the geographic distribution of providers.

RECOMMENDATION 3. GMENAC urges the use of small area population-based

data on the availability, requirements for and utilization rates of

hospital and physician services as a manpower planning tool.

RECOMMENDATION 4. GMENAC urges that the ranges 9f variations in the

utilization of specific paucedures and services among service populations

and communities be collected and analyzed (including communities with

differing financing and organizational arrangements for the delivery of

medical care services).

RECOMMENDATION 5. Serious attention

to physicians their utilization rate

other physicians practicing'in their

Nation.

should be given to making available
experiences relative to the norms of
immediate area, region, or in'the

RECOMMENDATION 6. Serious attention should be giyen to the voluntary

collection and dissemination for analytical purposes of aggregate

statistics relative to utilization rates in various service areas.

RECOMMENDATION 7. GMENAC encourages the support of efforts within the

profession to assess the outcomes of common medical and surgical

practices Which exhibit high,variation across communities as an important/

step for establishing the long-range requirements for suppliers of

medical, services in the United-States.

RECOMMENDATION 8. Future health manpower planning groups should compare

umnpowerlestimates (whether derived as a needs-based, demand-based or.

requirements-based model) against empirical estimates selected from areas

in the United States which exhibit high and low utilization patterns.

RECOMMENDATION 9., GMENAC recommends that five basic types of health care

services should be available within some minimum time/access standards:

Adult medical care; child care; obstetrical services; surgical services,

and emergency/services. In:order to monitor the geographic distribution
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of physicians, GMENAC recommends that a minimum acceptable physician-to-
population ratio for all areas in the U.S. be established. It is

recommended that 50 percent of the GMENAC Modeling Panel ratio of,
physician specialists per 100,000 for 1990 be established as the minimum
acceptable ratio for all areas.

RECOMMENDATION 10. GMENAC recommends maximum travel times of 30 minutes
for emergency medical care, 30 minutes for adult medical care, 30 minutes
for child medical care, 45 minutes for obstetrical care, and 90 minutes
for surgical care services for 95 percent of the population in 1990,
recognizing that, unusual circumstances may arise which make these travel
times impossible to achieve for all-areas.

RECOMMENDATION 11 GMENAC recommends that the definition of health'
manpower hortage area include minimum physician/population ratios and a
minimum t avel time-to-service for general surgery4 emergency medical
services, and obstetrical services

RECOMME ATION 12. Incomplete information exists on the direction of
causatioi of many of the factors affecting physician location.
Addition 1 research is;,needed to study: (1) How backgrOund factors such
as soci demographic fidtors affect specialty and location choices and the
interac ion between specialty and location choices and, (2) what factors
affect permanent location choices in underserved/rural areas.

RECOMMENDATION 13. Since the role of economic factors in location choice
is not clear, attempts should be made to improve methodologies to
determine this role and to gather data on previously nonquantifiable
topics such as income as a motivating force in specialty or location
choices.

RECOMMENDATION 14. Those strategies which GMENACdeemed "most promising,
such as preceptorships and tax incentives, and those 'which are most
amenable to evaluation efforts, should be evaluated more vigorously.

RECOMMENDATION 15. There is, some evidence.that selective admissions
policies may improve the geographic distribution of physicians. A
nationally mandated alteration in admission policies is not recommended
at this time; further study into the location-decisions of students with
particular ethnic or sociodemographic characteristics is recommended.

RECOMMENDATION 16. Economic incentives.(such as tax credits and,
deductions) and/or the provision of higher payment levels for services as
an inducement, for physicians to practice in underserved areas should be
explored.

RECOMMENDATION 17. Demonstration projects should be developed and
evaluatedto determine the impact of differential rates of reimbursement
for technology-intensive versus time-intensive (counseling, patient
education) services upon the geographic distribution of physicians and
services.
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RECOMMENDATION 18. It is recommended that practicing physicians and
faculty convey to students that the practice of medicine can be delivered

in a variety of geographic settings, including both rural and urban

.;shortage areas. As a means of accomplishing this, urban and rural

Freceptorships for medical students should be continued and expanded in

schools with an interest in monitoring such programs. 1

RECOMMENDATION 19. Given the geographic distributional patterns of
family practitioners, graduate 'medical education programs in family

medicine should continue to be supported as a strategy to increase

primary care-services in, certain geographic areas of underservice.

RECOMMENDATION 20. Incentives should be created to broaden residency
*ducation experiences to encompass training in underserved areas,
provided the appropriate resources are available and standards of

education of the releVAnt accrediting body are met.

RECOMMENDATION 21. Data suggest that nonphysician health care providers
favorably affect the distribution of medical services by'their tendency

to select shortage area locations more frequently than is the case with

physicians. It is recommended that monphysician health care provider

training programs should continue to be supported for this reason.,

RECOMMENDATION 22.. Decentralized medical education programs such as WAMI

(in Washington, Alaska, Montana, and Idaho) and WICHE (Western Interstate

Commission for Higher Education) were developed to coordinate medical

education and placeliwnt programs in a relatively isolated and sparsely'

populated region. These types of programs have 'been effective and

attention should be'given to their replicability.
\

RECOMMENDATION 23. GMENAC encourages the medical profession, through its

training\program directors'and-marious-specialty-societiesi;in.making
decisions has to residency training programs, to consider, incaddition to

the quality\of residency programs, the aggregate number of programs,

/their size, and the geographic distribution of their graduates to meet

national and iegional needs.

RECOMMENDATION 24`.\ The National Health Service Corps (NHSC) and the NHSC

.Scholarship Program for increasing the availability of primary care

physician services in designated health manpower shortage areas impact

favorably on the geographic distribUtion of physicians; therefore, the

NHSC.and the NHSC Scholarship Program should continue to be supported.

RECOMMENDATION 25. Governmentally sponsored loin and scholarship

programs'slhould be catalogued and evaludted to determine their

effectivenss in improving the geographic distribution of physicians.

RECOMMENDATION 26. Despite limited evaluation, there is evidence that

several AHEC (Area Health Education Centers) models are effective in.

inducing .physicians tapratice in underserved areas and/or to practice

primary care. These types of AHECs should receive,continued support.
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RECOMMENDATION 27. Loan forgiveness prog ams modeled after thos1/1which

have been successful should be used as a s ategy for attracting
physicians into underserved areas.

, 4

RECOMMENDATION 28. Comprehensive evaluation o programs to recruit and

retain Providers 'in underserved areas (e.g., Ru al Health Initiative,
Rural Health Clinics, Health Underserved Rural A ea Program) should be

performid after a reasonable period of time. Con inued funding of these
programs should be contingent upon a positive eval ation of their

effectiveness.

RECOMMENDATION 29. Programs that foster or support g oup 'practice
arrangements in rural area, coupled with the appropria e communication
and transportation networks, should be developed or established on an
experimental basis as a means of.attracting physicians to rural
communities. If these delivery modes prove to be successful in
delivering care to underserved areas, start-up funding should be
encouraged for new programs'.

RECOMMENDATION 30. Discontinuation of geographic differentials in
payment,levels of third-party payors when this is in excess of
differences in costs of delivering those services as a means of
influencing geographic,distribution should be the subject of future

research. Present reimbursement systems (Federal, State and private)
tend to sustain historical differences in fees and, incomes among
geographic areas and ihud provide incentives for physicians to locate in
high income communities within metropolitan areas.

RECOMMENDATION 31. GME C recommends that all physicians, both those in
grimary care specialtie and those in nonprimary care specialties, be
reimbursed at the same ayment level for the same primary care services.



IV. RECOMMENDATIONS: FINANCING TECHNICAL PANEL
(VOLUME IV)

RECOMMENDATION 1. In view of an oversupply of physicians by the year

2000, any increase in medical school enrollment beyond current aggregate

levels should be discouraged.

RECOMMENDATION 2. Capitation payments to medical schools for the sole

purpose of influencing specialty choice or for increasing class size

should be discontinued (or phased out should financial conditions of

institutions warrant a time-phased approach to termination).

RECOMMENDATION 3. Special purpose grants to. support undergraduate and

graduate medical education programs should be used to accomplish specific

goals in special circumstances and can be an important, effective, and

appropriate neans of influencing the supplisand distribution of

physicians.'

RECOMMENDATION 4. Special purpose grants to medical schools and other

teaching institutions for primary care training in family medicine,

general internal medicine, and, general pediatrics should be continued.

Project-grants for graduate and undergraduate programs in these

specialties should be continued in ollder to continue emphasis

upon ambulatory care needs.

-- Family practice progr , at least for the short term, should be

given special attention.

Specialtiesidetermined to be in short supply should be considered

for special! project grants as well. (

Plans for the subsidy of any new specialty programs, if deemed

appropriate, should include an analysis of their needs for

long-term support.

RECOMMENDATION 5. Giants sh uld be provided for the selective renovation

and construction of ambulator facilities in training institutions as

well as for the establishment and support of training centers located in

these facilities.,!

RECOMMENDATION 6; Grants should be made available for the support of

student preceptorships and residency experiences in ambulatory settings

(especially in areas of clear underaervice).

RECOMMENDATION 7. Financial grants and aid without future service

obligation should be continued for first-year medical students of

exceptional financial need and for thoseTstudents who are from

underrepresented ethnic groups. Such support should be extended to cover

the second year ofmedical school for these students.
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RECOMMENDATION 8.. Financial grants and aid with future service
obligations and student loans with forgiveness provisions should be
continued.

RECOMMENDATION 9. Consideration need given to the development of
an improved Government loan program tha, would permit students to finance
their own medical education.

RECO ATION 10. To the extent that any specialties are determined to
be i or will reach undersupply or oversupply, the private sector should
develop methods to remedy this situation, working as needed with
Government at all levels.

p
RECOMMENDATION 11. The private sector should take steps to ensure the
quality of graduate medical education programs. When mechanisms are in
place, consideration should be given to full financing and reimbursement
only for approved programs. , .

RECOMMENDATION 12. The costs of graduate medical education should
include compensation for residents as well as teaching personnel;
education support services, such as the costs of library and audiovisual
services;.the costa of administering the program; and indirect costs such
as plant depreciation, cafeteria and laundry services, administrative
services, etc., ascribable to the teaching program.

RECOMMENDATION 13. A uniform recognized reporting system should be
developed toipermitpeaningful cost accounting distinctions between .

graduate medical eduction and patient care costs.

RECOMMENDATION 14. The costs of GME should be borne equitably by all
payors as part of the normal rate structure for patient care costs at the
teaching hospitals, clinics, and other sites where health services and
training are provided, to the extent that such costs arwtnot financed by
tuition, grants or other sources of revenue.

RECOMMENDATION 15. Cost(cOMaiderations should be given eplicit and
prominent attention in any proposals to change the stands ds and
processes of accreditation in graduate medical the length of

certification requirements, and proposals to initiate new types
of training programs and develop new specialties.

RECOMMENDATION 16. With, respect to new and existing tra'ning programs,
the Committee believes that administrators, faculty, and 'residents must
exercise a clear and strong responsibility to continuall)i.seek and
implement opportunities for cost-savings in health care within 'an overall
context of balancing quality, cost, and access considera0.ons.

RECOMMENDATION 17.--7diquate financial support must be provided fOr
programs directed towards the development of future medical facultyl
administrators, and researchers.



FINANCING PANEL RECOMMENDATIONS - Cont'd

RECOMMENDATION 18. Public and private reimbursement policies should be
adjusted and mechanisms identified to provide incentives for physicians

to:

-- Emphasize ambulatory care

-- Practice in geographic areas which are medically underserved.

RECOMMENDATION 19. Public and private sector dialog focusing on health
insurance options or reimbursement policies should'explicitly consider
the implications for physician_specialty and geographic distribution, of

any proposals to alter payment policy and practice. The concept of
shared risk among physicians should clearly be given emphasis in such

explorations.

RECOMMENDATION 20. A number of principles regarding the payment for
,services in teaching hospitals should be adopted by third-party payors.
They include recognition of die need to compensate services to patients

rendered by residents and sUpervising physicians that are necessary for

the care of patients. Payment policies should avoid duplicate payment
for services rendered.; compensate teaching physicians when they have
rendered personal and identifiable medical services or have personally

managed the provision of care to a patient while engaged in supervising

and/or instructing residents; and compensate professional services on an
equitable basis. \

RECOMMENDATION 21: A more adequate reimbursement syitem for physicians'

services in ambulatory and outreach settings should be developed to

facilitate educational experiences in such settings.

RECOMMENDATION 22. Special project grants for States on a cost-sharing
basis should be considered for programs to'influence the distribution of
physicians wfthin the States. Consideration should particularly be given

to the development of incentives for practice in underserved areas, which

would be jointly sponsored among governmental levels.

RECOMMENDATION 23. In view of the current state-of-the-art concerning

the knowledge base on reimbursement /financing- issues, additional research

in this area is warranted and should be encouraged. Among the many

research questions the following should be pursued:

-- Studying the differential cost, effects on program quality, and

the relative effectiveness in meeting physician manpower needs of

increased graduate medical education and training in out-of-

hospital settingd (e.g., physicians' offices, HMOs, Public Health

Departments,'etc). This will' require additional knowledge
regarding the (marginal) costs and, revenues and the effect of

government subsidy attendant to such programs, as well as the

relationship to "essentials" and accreditation of training

programs.



FINANCING PANEL RECOMMENDATIONS - Cont'd

Determining diTfferential costs of each existing financing

;

strategy in a hieving goals in distribution of residency
positions by pecialty.

. .

Investigating the impaCt of financial incentives on pubic versus
private training institutions.

-- Developing and evaluating demonstration projects for collection
and feedback of statistics relative to community wide fees and
payment' practices on a specialty and condition-specific basis

Examin4 the relationship of medical students' indebtedness and
characteristics to ultimate career choice

-- Evaluating the implications on health manpower of reimbursement
for services provided'by nonphysicians on an independent free-
standing basis

Studying the variations in medical practice provided by different
medical specialties for the same or similar disease conditions,
in the context of relative costs, long-term outcome studies, and
cost benefit.

RECOMMENDATION 24. An ongoing mechanism needs to be developed to
carefully monitor and evaluate the impact of existing and new economic
incentives and disincentives targeted to medical education and practice.
Actions undertaken to alter financing and reimbursement strategies should
not be advanced as permanent mechanisms for change until adequate
evaluation/demonstration efforts are first performed.



V. RECOMMENDATIONS -- EDUCATIONAL ENVIRONMENT
TECHNICAL PANEL (VOLUME V)

RECOMMENDATION 1. The applicant pool must be broadened with regard to

students' individual characteristics, i.e. , socioeconomic status, age,

sex and race. .

RECOMMENDATION 2. In an attempt to increase the diversity of individuals

entering medicine, GMENAC believes that there must be more flexibility in

the requirements for admission to medical school.

RECOMMENDATION 3. The admission process should be examined in the light

of national, regional, and local requirements, and the institutional

mission,
' 1 .

RECOMMENDATION 4. Education within the medical school should be

broad - based and should preOare\the student for graduate medical education.

GMENAC recommends that there be made available:

A. Project grants to upgrade outpatient services of academic medical-

institutions to make ambulatory facilities financially. viable;

. Grants to, foster educational innovation with respect to education

in an ambulatory setting;

C. Suitable faculty reimbursement for ambulatory care;

. Grants for development of faculty who are competent to teach in

the ambulatory setting, and

E. An increased availability of sophisticated-career counseling for

the student.

RECOMMENDATION 5. GMENAC recommends that the first year of graduate

medical education (PGY-1) be a broad-based clinical experience to serve

as the foundation for further specialty training.

RECOMMENDATION 6. Information strategies are needed in this area, as

well as more role models and medicdl educational experiences at both the

undergraduate and graduate levels, to make residents aware that medicine

can be practiced in other than tertiary care centers.

RECOMMENDATION 7. Along the entire educational continuum, medical school

applicants, students, students' spouses, administration, and faculty

should be continuously provided with information regarding Physician

manpower needs in the various specialties and different geographic

locations (through publications, workshops, or other communication

methods).



EDUCATIONAL ENVIRONMENT RECOMMENDATIONS - Cont'd
RECOMMENDATION 8. Programs which will increase the participation and
visibility as academic role models of women and underrepresented
minorities should be instituted.

RECOMMENDATION 9. To reduce the financial barriers to medical education
which are restrictive to diversity, programs of loans and scholarships
should be expanded.

4
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VI. RECOMMEPATIONS NONPHYSICIAN HEALTH CARE PROVIDERS
TECHNICArTANEL (VOLUME VI)

PRINCIPLE.1. Even in the event that there is an adequate nuMber or
surplus of physicians in a particular specialty, the use of nonphysicia
providers (NPs,,PAs or nurse-midwives) may be supported for'one or more

of the following reasons:

1. When they increase the accessibility of services;'

2. When they deorease the costs or expenditures associated with
health care delivery; .,

3. When they are the providers of choice for some consumers;

4. When the utilization of nonphysicians increases the quality of
service, i.e., services provided by a team composed of a
physician and nonphysician are 'superior to those which a
physician working alone could provide.

PRINCIPLE 2. The services, which have been included in the GMENAC model
are medical services and, if provided by NPs or PAs, these must'be done

under the supervision of a physician.

PRINCIPLE 3. Nurse-midwives sh u d practice interdependently in, a health
care delivery system and with a formal written alliance with an
obstetrician, or another physician, irtNa group of physicians who has/have

a formal consultation arrangement with amObstetrician/gynecologist.

PRINCIPLE 4. Patients, physicians, and nonphysician health care
providers should jointly determine the extent of nonphysician health care
provider involvement in care. Thee alth care system should evolve in
ways which enhance the opportunity fo. patients to assume a larger

control of their health destinies.

RECOMMENDATION 1. A careful and thoroughy3tudy of the requirements for

NPs, PAs, and nurse-midwiVes shouldbe uh artaken as soon as possible..

Special attention must be given to the effeot of a physician excess on
their.utilizAtion and the benefits which these providers might bring to
'healih'care delivery. (See Recommendation #12.) The study should
consider the full range of services which they provide, 'both those which
are complementary to and those which are substit tes for physician

services.

RECOMMENDATION_,. 'Until the study, recommended above (#1) can be
completed, the numbers of PAs, NPs, and nurse-midwive \being graduated
from educational programa each year -should continue at heir present

levels. These numbers are neededto attain the delegation levels which

have been deemed desirable by the GMENAC. The Committee recognizes the
preliminary nature of these judgments and, the need for further data.
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NONPHYSICIAN PROVIDER PANEL: RECOMENDATIONS - Coned

Incentives for increasing the numbers trained each year should be
discontinued until it, has been determined that such numbers are desirable,
and that they will be utilized in the system.

RECOMMENDATION 3. Federal and nonfederal funding policies for NP, PA,
and nurse-zmidwifery training programs should be reassessed in light of
recommendations land 2.

RECOMMENDATION 4. Until the study recommended above (#1) is completed,
the numbers of nonphysician providers for obstetrics-gynecology being
graduated 'from educational programs each year should continue at the
present levels.

RECOMMENDATION 5. Five percent of the normal, uncomplicated deliveries
(197,600) should be delegated to nurse-midwives in 1990.

RECOMMENDATION 6. Delegation of ambulatory visits in obstetrics-
gynecology should be adjusted to match the capabilities of the expected
supply of nonphysician providers in 1990.

RECOMMENDATION 7. Until the study recommended above (#1) can be
completed, the numbers of-nonphysicians for child medical care being
graduated krom educational program each year should continue at their

present levels.

RECOMMENDATION 8. The number of visits delegated in child medical care
should be adjusted to match the capabilities of the expected'supply of
nonphysicians in this area in 1990.

RECOMMENDATION 9. Until the study recommended above (#1) can be
completed, the numbers of nonphysicians for adult medical care being
graduated from educational programs each year should continue at the

present levels.

RECOMMENDATION 10. The numbers of visits delegated in adult care should
be adjusted to match the capabilities of the expected supply of

,nonphysicians in this area in 1990.

RECOMMENDATION 11. The continued appropriateness of these specialty-
specific delegation recommendations should be thoroughly and carefully
reviewed within the next two to three years.

RECOMMENDATION 12. Additional data collection, research, and analysis
must be undertaken with regard to the following in order to support
future medical manpower planning efforts and more accurately project
future requirements for physicians, PAs, NPs, and nurse-midwives.

1. The effect of a physician excess on nonphysician utilization.

2. The geographic distribution of nonphysicians and their
contribution to increased service accessibility, particularly in
underserved areas:

44



NONPHYSICIAN PROVIDER PANEL RECOMMENDATIONS - Coned

3. The relative costs and expenditures of using nonphysicians in

place of physicians for selected medical care services. The

limits of consumer preference for and acceptance of non-

physician providers; the reasons for such preference.

5. The distinctive features, if any, of the care given by non-

physicians and their relationship to outcome.

. The short- and long-term professional longevity of nonphysician

providers.

7. The specialty distribution of PAs and NPs.

8. The determinants of nurse-midwifery participation in clinical

practice.

9. The optimal_productivity of nonphysicians with .respect to medical

services, including differential productivity by provider-type

(PA or NP) and by specialty of practice.

RECOMMENDATION 13. State laws and regulations should not impose

requirements for physician supervision of NPs and PAs, beyond those

,needed to assure quality of care.

a) State laws and regulations should be altered as necessary such

that a PA or NP working under appropriate physician supervision

can independently complete a patient encounter for conditions

which are deemed delegable;

b) The States should move to provide Pis, NPs, and nurse-midwives

with limited powers of preacription,,taking what precautions are

necessary to safeguard the quality of care including explicit
protocols, formularies, and mechanisms for physician monitoring

and supervision;

c) At a minimum, PAs, NAs, and nurse-midwives should be given power

to dispense drugs in those settings where not to do so would have

an adverse effect on the patient's condition. Precautions as

elaborated in #13b above should be taken to safeguard uality of

care, and

d) States with underserved rural areas, in particular, should

evaluate whether the laws and regulations pertaining to

nonphysician'practice discourage nonphysician location in these

areas.

RECOMMENDATION 14. Medicare, Medicaid, and other insurance programs

should recognize and provide reimbursement for the services provided by

NPs, PAs, and nurse-midwives in those States where they are legally

entitled to provide these services. Services of these providers should

be identified as such to third party payors and reimbursement should be

made to the employing institution or physician.
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RECOMMENDATION 15. The requirements for physician supervision imposed by
third party payors should be consistent with the laws and regulations
governing nonphysician practice in the States.

RECOMMENDATION 16. ("raduate medical education should be structured so as
to give residents experience in working with PAs, NPs, and nurse-midwives
such that, once in practice, they will be more disposed and better
prepared to'lutilize these providers.

RECOMMENDATION 17. The effect of \the size of the physician supply on non-
physician utilization should be studied.

RECOMMENDATION 18. NPs, PAs, and nurse-midwives should be eligible for
all Federal incentive programs directed to improving the geographic
accessibility ,of services, including the National Health Service Corps
scholarship program.

RECOMMENDATION 19.' Consideration should be given to using PAs and NPs to
proiide some of the services which residents provide, should a decrease
in the number of surgical residents occur.

RZCOMMENDATION 20. It is imperative that the size of the need for
optometric services be ascertained in order to assure that the numbers
being trained will not result in.an oversupply. Until this study is
completed, all incentives for increasing the number of optometric

e^hools or class sizes should cease.

RECOMMENDATION 21. The national requirements for clinical psychologists,
psychiatric social workers, and psycuiatric nurse clinicians should be
formally studied. The possibility of utilizing nonphysicians, to cover a
portion of the service deficit expected in 1990 due to a shortage of
psychiatrists should be examined.

RECOMMENDATION 22. The actual, and potential role& of nonphysician
providers should be examined for the following specialty areas:
anesthesiology, emergency medicine, neurologj, nuclear medicine,
pathology, physiatry, radiology, and preventive medicine.

RECOMMENDATION 23. A study must be undertaken to determine the national
need for podiatrists. Until this study is completed, incentives for new
podiatry schools or increasing class; size should cease.

RECOMMENDATION 24. In addition to the research agenda proposed above
(#12), research and analysis are recommended in the following areas to
provide additioval empirical backing for future medical manpower planning
efforts:

1. The. extent and nature of present PA involvement in surgical care
and the potential for increased delegation in these specialties.

2. The potential for full visit delegation to PAs and NPs in
dermatology.
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3. The distinction or similarity in roles between psychiatr sts and

clinical psychologists, psychiatric social workers, a

psychiatric nurse clinicians with <respect to the ki s of

conditions seen, the interventions taken, and th- outcome.

4. The nature and extent of overlap in the practices of podiatrists

and dermItologists and podiatrists and orthopedic surgeons.

5. The desirability and feasibility of using an ophthalmologist

versus an optometrist for refractive error care.

6. The upper limit of delegability in the various specialties.

7. The comparative health system effects of task and whole visit

delegation.

8. The content of care in nursing practice and its overlap with

medicine; in particular, conditions seen, services given,

outcomes, and legal authority.

9. The efficiency and effectiveness of utilizing NPs and PAs in

complementary roles to the physician as part of a team approach

to health care.

10. The minimal adequate supervision needed to assure quality of care

provided by PAs and NPs.

11. The optimal number of NPs or PAs that can'be supervised by one

physician.

12. The health system effects, both negative and positive, of direct

,reimbursement to nurse-midwives.

13. Identification of how present reimbursement policies act to limit

utilization of NPs, PAs, and nurse-midwives and the development

of appropriate reforms.



CROSS REFERENCE OF GMENAC RECOMMENDATIONS

1

Each of the preceding volumes of the Final Report contain a series of
recommendations which were' formally. approved by the Committee. Major and
supportive recommendations presented in the Summary Report (Volume 1)
represent a condensatioil of the individual recommendations presented in
the Technical Panel Reports (Volumes 2-6). The following Cross 'Reference
relates the recommendations presented in the Summary Report with those
presented in the Panel Reports. Recommendation numbers correspond to the
numbers provided in the preceding six volumes.
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Cross Reference of GMENAC Recommendations

GMENAC Panel Recommendations
GMENAC' Summary Modeling Nonphysician\ Geographic Educational pinancing

Recommendations (VOL 2) .1Providers Distribution Environment \(VOL 4)

(VOL 1) (VOL 6) (VOL 3) (VOL 5)

1 3

la-ld 1,2,4,5
2 6

2a-2h 7-14
3 15 17

4 17

5 16

6 1,12,20-24

7. 2-11

8 20-23

9 13

9a-9d 13a-13d

10 15

11 14
12 18

13 16

14 1,3

15 7

16 4,6

16a-16b 5,8

17 11

17a-17b 9-10

18 2,12,13

19 18,24,25,27

20 23

21 19,20,21

22 22,26

23 14-17;28-31

24

25

25a-25c
26

27

28.

29
29a-29b

8

4,5,6
4 21

4
1,2,3,8,9 7

1,2

3,4
4

30 5,6

31' 11

32 12,13,14

33 15,16

34 18,19,20'

35 24

36 1.9,23

37 22

38 17

391/
401/

1/ In Summary Report only.



OFFICIAL GMENAC VOTES ON.
FINAL REPORT-VOLUMES

}

The Committee sitting in plenary session, Voted separately on each of
the preceding six volpmes of the Final keport. Reports of the Financing
and Educational Enviionment Panels (Volumes(IV And V, respectively) were
formally approved at the July 27-29, 1980 plenary session. Reports of
the Geographic Distribution and Nonphysician Health Care Providers Panels
(Volumes III and VI, respectively). were formally approved at the
September 2-3, 1980 plenary session.. The Committee formally approved the
SumMary Report (Volume I) and the Modeling Panel Report (Volume II) at
its plenary session on September 22-23, 1980.



OFFICIAL GMENAC VOTES ON .e

FINAL. REPORT' VOLUMES

Report Volume and
Title

Date of
Vote

11980)
Approve Disapprove Abstain

I. Summary Report

II. Modeling,
Research,

',and Data
Technical Panel

III. Geographic
Distribution
Technical Panel

IV. Financing
Technical Panel

V.Educational
Environment
Technical Panel

VI. Nonphysician Health
Care Providers
Technical Panel

September 23,

September 23,

September 2,

July 29,

July 27,

September 2,

17

16

10

18

17

15

0

0

2

1

0

0

Note: Twelve Committee members are necessary for a quorum.



CHARTER
GRADUATE MEDICAL EDUCATION NATIONAL ADVISORY COMMITTEE

The Committee was first chartered. by the Secretary of the then Department

of Health, Education, and Welfare on April 20, 1976. GMENAC was

rechartered for, a two year period on May 1, 1978. The Secretary of the

Department of Health and Human Services formally extended the charter of

the Committee on March 6, 1980, for a period through September 30, 1980



DEPARTMENT OF HEALTH, EDUCATION,. AND WELFARE

.CHAR.TER..

GRAIUATE MEDICAL EDUCATION NATIONAL ADVISORY COMMITTEE

\

Purpose

The Secretary and, by delegation, the 'Assistant Secretary. ,for Health
are charged under Title VII of the. Public Health Service Act with
responsibility for taking national leadership in the decielopment
programs,addressed to graduate medical education and in the research,
development, and analysis for programs that impact on the health
manpower needs of this Nation. the purpose of; this Committee is

to.analyze the diitribution among specialties of physicians and
medical students and to evaluate alternative approaches to ensure.
an appropriate balance, The Committee,will algo encourage bodies
controlling the number, types, and geographic location of graduate
training Positions to provide.leadership in achieving the recommended
balance.

Authority

42 USC 217a; section 222 of the Public Health Service Act, as amended.

The Committee is governed by provisions of Public Law 92,-463, which

sets forth standards for the formation and use of advisory committees.

Functions

The Graduate Medical:Education National Advisory Committee shall

advise, consult with andmake recommendations to the Secretary on
overall strategies on the present 'and.future supply' and requirements

of physicians by specialty and geographic location; translatiOn of

physician requirements into a range of types and numbers of graduate

training opportunities needed to approach a more desirable distribution

of physician services, taking into account National Health Planning

goals, guidelines,-standards, and, as appropriate,, the health system

plans developed by health system agencies; factors which affect

physician career choice; the impact of various activities which

influence specialty distribution and the availability of training

opportunities, including systems of reimbursement of services and

financing of graduate medical education; and;the relationship of graduate

medical education, to the provision of services in trairiing institutions,

including alternatives for .the provision of these services.
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The Committee shall advise on data requirements and systems needed to
conduct the activities of the Committee; propose national goals for the
distribution of physicians in graduate training;and recommend Federal
policies, strategies, and plans to achieve the established goals in
Iconcert with the private sector and non - Federal agencies.

Structure

The Committee shall consist of 21 memberS, includNg the Chairperson.
Members shall'be selected by. the Secretary or his esignet,and the
Chairperson 'shall-also'be designated-by the Secretary or his designee.
Three shall be ex officio members. who are representativesof. the
Public.Health-Service, Department of Defense.and Veterans: Administration
aiclthe remaining-18 members Shall be representatives of health care .

providers, payers, and. interested national anlocal organizations.

Members shall be invited to serve forcverlappingrfour-year terms;
.

terms. of more than two years are contingent upon the renewal ofthe
CoMmittee by appropriate action prior to its termination.

Management and staff services shall be provided.the Bureau of Health
Manpower, Health Resources Administration and a Program Officer;

who shall serve as Executive Secretary.

Meetings

Meetings shall be held at least quarterly avthe call of the Chairperson

with advance approval of a,GOvernment official who shall.alto'approVe
the agenda. A Government official shall be present at all meetings..

Meetings shall be "open-to the public;t notice of-ailimeecings.ehall be
given to the public -

Meetings shall'he conducted,'and records of the proceedings kept, as
lisquiredsby applicable laws and departmental regulations,.

Compensation

Members who are not full-time Feder:al eiployees shall be paid at the
rate of $100 per day, plus.per.diem and travel e1cpenses in'accordance

with Standard Governmeni Travel Regulations..'

.
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_Annual Cost. Estimate

Estimated annual cost :for operating the Committee, includinq.compensa
tioS:aindt*avel expenses for members and other consultants, but excluding

staff support is.$79,000..: Estimate of annual man-yoars of staff support

required is:.2.5 at an estimated.'annual cost of $72,800.

Reports

An annual report shall-be submitted to the Secretary, through the

Assistant Secretary for Health, not later than December 15 of each year,

.
which shall contain as a minimum a list of members and theiebusiness

addresses, the Committee's functions, dates, and places of meetings, and

a summary of the Committee's activities and recommendations made during

the fiscal year. Within 18 months of the establishment of the Com-

mittee, recommendations will be provided to the Secretary on the

Committee's findings to date. A copy of the report shall be provided

to the Department Committee Management Officer.,

Termination Date

Unless renewed by appropriate action prior to its expiration, the

Graduate. Medical Education National Advisory Committee will terminate

two years from the date this charter is approved.

APPROVED:

APR 2 0 1976

Date Secretary

H 96
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THE SECRETARY OF HEALTH. EDUCATION.AND WELFARE
WASHINGTON. O. C.20201

V CHARTER

GRADUATE MEDICAL EDUCATION NATIONAL ADVISORY COMMITTEE

Purpose

,The Secretary and, bY'delegation, the Assistant Secretary for Health
/are charged under Title VII of the. Public Health Service ct with

/ responsibility for taking national tladership-in the development o
programs addressed to graduate medical education and in the research

development, and analysis for programs that impact on the health
manpower needs of this Nation. The purpose of this Committee is
to analyze the distribution among Specialties of physicians and
residents and to evaluate alternative approaches to ensure an appro-
priate balance. The Committee will also encourage bodies controlling
the number, types, and geographic location of graduat training

positions to provide leadership in achieving the reco ended balance.

Autnurity

42 USC 217a; section 222 of the Public Health Service Act, as amended.
The Committee is governed by provisions of Pubtic Law 92-463, which

sets ;forth standards for the formation and use-of advisory committees.

Functions

The Graduate Medical Education National Advisor Committee shall

advise, consult with and make recommendations to the Secretary on
overall strategies on the present and future supply and requirements
of physician S by specialty and geographic location; translation of

_physician requirements into a range of types and numbers of graduate
training opportunities needed to approach a more desira0e distribution
of physician services, taking into account National Health Planning mi

goals, guidelines, standards, and, /as appropriate, the nealth system"'

plans developed by health system ,agencies, factors which affect
physician career choice; the impact of various activities which
influence specialty distributi n and the availability of training
opportunities, including systems of reimbursement of services and
financing of graduate medi,a1 education; and the relationship of graduate

medical eduCation to the provision of services in train/IN institutions,

including i1ternatives f r the provision of these services.



The. Committee shall advise on data requirements and systems needed.to
conduct the activities-of the Committee; propose national goals for the
distribution of physicians in graduate training; and recommend. Federal
policies, strategies, and, plans to achieVe the established goals in
concert with the private sector and .non-Federal agencies.

Structure

The Commfttee-shall consist of 21 members, including the Chairperson.
Members shall be selected by the Secretary or his designee, and the
Chairperson shall also be designated by the Secretary or his designee.
Three shall be ex officio members who are representatives of the
Public.HeOth Service, Department of Defense and Veterans Administration.
and the remaining 18 members shall: be representatives of health care
providers, payers, and'interested national and local organizations.

.Members shall be invited ,to serve for overlapping.four-year terms;
terms of more than two years are contingent upon the renewal of the
Committee by appropriate action prior to its termination.

Management and staff services shall be provided by the Bureau of Health
Manpower, Health Resources Administration (HRA). A Program Officer,
who shall serve as Executive Secretary, shall be located in the office
of the Administrator, HRA, and shall report directly' to the Administrator.

Meetings

Meetings shall be held at least quarterly at the:call of the Chairperson
with advance approval of a Government official who shall also approve
the agenda. .A Government official shall be present at all meetings.

Meetings shall be open to the public; notice of all meetings shallte
given to the public.

Meetings shall be conducted, and records of the proceedings kept, as
required by applicable laws and departmental regulations.

Compensation

Members who are not full-time/Federal employees shall'be paid at the
rate of $100 per day, plus per diem and travel expenses in accordance
with Standard Government Travel Regulations.
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Annual Cost Estimate

Estimated annual cost for operating the Committee, including compensation

and travel expenses for members and other consultants; but excluding

staff support is $86,030. Estimate of annual man-year of staff

support required is 2.5, at an estimated annual cost $75,800.,

/
/

An annual report shall be submitted to the Secretary; through the

Assistant Secretary for Health, not later than/December 15 of e ear,

which shall contain as a minimum a list of members r business

addresses, the Committee's functions, dates, a places of-meetingsi-and

a summary of the CoMmittee's activities and recommendations made during

the fiscal year. Aicopy of the report shall be provided to the Depart-

ment Committee Management Officer.

Recommendations on the. Committee's findings to date will be provided

to the Secretary eight months after the execution of this charter and

at the conclusion of the chartei" period.

Reports

Termination Date

Unless renewed by appropriate action prior to its expiration, the

Graduate M#dical Education National Advisdry CoMMittee will terminate

April 200980.

APPROVED:

MAY I 1978 .

Date
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THE SECRETARY OF HEALTH. EDUCATION, AND NELFARE
WASHINGTON, D.C. 20201

CHARTER
GRADUATE MEDICAL EDUCATION NATIONAL ADVISORY COMMITTEE

Purpose

The Secretary and, by delegation, the Assistant Secretary for Health
are charged under Title VII of the Public Health Service Act with
responsibility for taking national" eadership in the develoPment of
programs addressed to graduate medical education and in the research,
development, and analysis for programs that impact on the health
manpower needs of this Nation. The purpose of this Committee is
to analyzethe distribution among specialties of physicians and
residents and to evaluate alternative approaches''to ensure an appro-
priate-balance. ,The Committee will also encourage bodies controlling
the number,Atypes, and geographic location of graduate training
positions td 'provide leadership in achieving the recommended balance.

Authority

42 USC 217a; section 222 of the Public Health Service Act, as amended.
The Committee is governed by provisions of Public Law 92-463, which
sets forth standards for the formation and use of advisory committees.

Functions

The Graduate Medical Education /National Advisory Committee shall
advise,Consult with and make recommendations to the Secretary on
overall strategies on the present and future supply and requirements
of physicians by specialty and geographic location.; translation of
physician 'requirements into a range of types and numbers of graduate
training-opportunities needed to approach a more desirable distribution
of physician services, taking intosaccount National Health Planning
goals, guidelines, standards, and, as appropriate, the health system
plans. developed by health system- agencies,; factors which affect
physician career choice; the iMpact of various activities which
influence specialty distribution and the availability of training
opportunities, including systems of reimbursement of services and
financing of graduate medical education; and the relationship of graduate
-medical education to the provision of services in training institutions,
including alternatives for the provision of these services.



The Committee shall advise on data requirements and systems needed to

conduct the activities of the Comittee; propose national goals for the

distribution of physicians in graduate training; and recommend Federal

policies, strategies, and plans to achieve the established goals in

concert with the private sector and non-Federal agencies.

Structure

The Committee shall consist of 24 members, including the Chairperson.

Members shall be selected by the Secretary and the Chairperson shall

also be designated by the. Secretary. Three shall be ex officio members who

are representatives of the Publjd Health Service, Department of Defense;

and Veterans' Administration aficl the remaining 21 members shall be

representatives of health care providers, payers, and interested national

and local organizations.

Members shall be invited to serve for overlapping four-year terms;

terms of more than two years are contingent upon the renewal of the

Committee by appropriate action prior to its termination.

Management and staff services shall be provided by the Office of

Graduate Medical Education, Office of the Administrator, Health
Resources Administration (HRA), and the Executive Secretary, Graduate

Medical Education National Advisory Committee.

Meetings

Meetings shall be held at least quarterly at the call of the Chairperson

with advance approval of a Government official who shall also approve

the agenda. A Government official shall be present at all meetings.

Meetings shall be open to the public; notice of all meetings shall be

given to the public.

Meetings shall be conducted, and recordsof the proceedings kept, as

required by applicable laws and departmental regulations.

Compensation

/

Members who are no full-time Federal employeeshall be paid at the'
rate of $100 per day, plus per diem and travel expenses in accordance
with Standard Government Travel Regulations.
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Cost Estimate

Estimated annual cost for 'direct operations of the committee member
expenses for Fiscal Year '80, but excluding staff support, is $263,700.
This cost estimate was predicated on the Committee's termination on
April 20, 1980. Funding of the Committee will be held to this estimate,
despite extension of the Committee's charter through September 30, 1980.
Estimated direct staff support required is'2.5, at an estimated cost of
$75,800.

Reports

A report shall be submitted to the Secretary, through the Assistant
Secretary for. Health, not later than 60 days after termination of the
Committee, which shall contain as a minimum a list'of members and their
business addresses, the Committee's functions, dates, and places of
meetings nd a summary of the Committee's activities and recommenda-
tions ma ¢ during the fiscal year. A copy of the report shall be
provided to the Department Committee Management Officer.

Reco endations on the Committee's findings will be provided to the
Sec etary in April 1980, and addendums of these findings at the
conclusion of the charter period.

Termination Date

Unless renewed by appropriate action prior to its expiration, the
Graduate Medical Education National Advisory Committee will terminate
September 30, 1980.

APPROVED:

MAR ; 1980

Date .

U. 9:GOVERNMENT PRINTING OFFICE .1981 722498/561

Secretary


